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A SYMPOSIUM ON ABDOMINAL PAIN. 
By DRS. RINKER, RAWLS, HARRELL and REDWOOD. 
MEDICAL CAUSES OF ABDOMINAL 
PAIN.* 
By F. C. RINKER, M. D., Norfolk, Va. 

Owing to the integrating action of spinal 
cord centers, we have learned that pain im- 
pulses coming from one part of the body may 
be referred to another location entirely remote 
from the point of origin. The more we study 
abdominal pain and its signs, the more are we 
confronted with the masquerade that goes on 
in the human organism. 

Pain in the abdomen does not always mean 
disease in the abdomen. Too frequently a diag- 


nosis of “acute abdomen” or “surgical ab- 
domen” is made when the true cause of the 


symptoms and signs of the case is located in 
some organ widely separated from the abdomi- 
nal organs. 

A case suffering from abdominal pain im- 
poses upon his physician two responsibilities: 

1. Is the condition due to disease within the 
ares or to disease extra-abdominal ! 

Is the disease one requiring surgery or is 
ptctesd to medical means alone? 

Let us consider some of the common medical 
causes of abdominal pain: 

Pneumonia is probably the most frequent. 
At times the first manifestation of a basal 
lung lesion is acute pain in the abdomen often 
associated with nausea and vomiting. This 
group of symptoms may suggest acute appen- 
dicitis, rupture of a peptic ulcer, cholecystitis 
with or without stones, and at times has been 
diagnosed acute pancreatitis. 

All hospitals have seen cases operated upon 
for some supposedly acute abdominal condi- 
tion only to find afterwards that the patient 
had a hidden or undetermined pneumonia. 
This error in diagnosis is astoundingly fre- 
quent according to statistics from the Boston 
City Hospital, published by Adams and Ber- 
ger in 1924, They found that out of a series 
of 145 cases admitted to the hospital with a 
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*Read as part of a symposium on Abdominal Pain, 
the Medical Section of the Norfolk County 
Norfolk, Va., January 20, 1930. 
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diagnosis of acute appendicitis, 
had pneumonia only. 
Pericarditis may refer the pain to the upper 
abdomen before a friction rub can be heard. 
Rupture of an aortic aneurysm may give as 
its first symptom pain in the abdomen with 
nausea. 
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Probably the greatest cases of mimicry ex 
hibited by human ills are those cases of coro- 
nary occlusion so frequently found among the 
ages from fifty years upwards, too often diag- 
nosed “acute indigestion,” and many times 
treated as such to the detriment of the patient’s 


life. We should be ever mindful that the term 
“acute indigestion” is a dangerous cne and 


probably never justified as a diagnosis. ‘The 
symptoms of coronary disease are usually as- 
sociated with abdominal pain, nausea, and 
vomiting. In such eases, the absence of ab- 
dominal tenderness, the drop in dlood pres- 
sure, the presence frequently of a cardiac fric- 
tion rub, the profound shock, ete., should lead 
us to hesitate before making a diagnosis of a 
so-called acute abdomen. The history of such 
patients is of particular importance since many 
of them will give a history of past attacks of 
anginoid pains. 

Vremia may simulate almost any condition. 
Cases have been prepared for operation for 
intestinal obstruction who were suffering from 
uremia. Conversely, a diagnosis of uremia is 
sometimes arrived at on urinary findings plus 
coma, when the true condition requires sur- 
gical intervention for some acute abdominal 
disease of serious nature. 

Tonsillitis has been the cause of ee 
pain suggesting intra-abdominal disease. 

Lead poisoning may simulate iam ob- 
struction, or many other acute abdominal con- 
ditions. The history, the finding of the char- 
acteristic blue line on the gums, and the typi- 
cal changes in the red blood cells in such eases 
will aid in the differential diagnosis. 

There are certain skin conditions which, at 
times, cause painful abdomens, such as ery- 
thema multiforme and herpes zoster. 
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The symptoms of some of the contegious dis- 
eases are often associated with abdominal pain, 
nausea and vomiting. Notable among these 
are scarlet fever, typhoid fever, mumps and 
smallpox. 

Pott’s disease and tabes dorsalis, along with 
other neurological conditions will be consid. 
ered under the neurological division of this 
symposium. 

In conclusion, I wish to say that it is, of 
course, possible for extra-abdominal conditions 
to exist with intra-abdominal pathology re- 
quiring surgery. On the other hand, it is most 
serious to consider acute abdominal pain an 
acute surgical condition until extra-abdominal 
causes have been satisfactorily eliminated. 

The purpose of this paper has been to in- 
troduce the symposium and at the same time 
to point out some of the pitfalls met with 
in the diagnosis of cases having abdominal 
pain. 


Sarah Leigh Clinic. 





INTRA-ABDOMINAL PATHOLOGY 
PRODUCING PAIN.* 
By JULIAN L. RAWLS, M. D., Norfolk, Va. 

Three conditions bring suffering humanity 
to the physician: Discomfert, dysfunction, 
and deformity. Man will endure untold dis- 
turbances of function, will allow hideous de- 
formities to go uncorrected, but discomfort 
sends him early to the doctor for ease. Pain, 
then, is a biological factor in the conservation 
of the species or a God-given thing for the 
preservation of the race, if you are a Funda- 
mentalist. Pain is a subjective symptom and 
to be properly evaluated one should know the 
racial characteristic and the individual’s reac- 
tion to pain, since it varies widely with races 
and with men. If in «doubt as to the severity 
of one’s pain, Libman’s method of making firm 
pressure upon the tip of the stvloid process, 
and watching the patient’s reaction may be 
tried, since it constitutes a fairly reliable in- 
dex of pain sensitivity. 

It is a rather difficult matter to discuss the 
conditions arising in the abdomen producing 
pain without taking up the other symptoms 
accompanying it which enable us to locate the 
pathology which causes it. Head has shown 
that there are areas of definite cutaneous ten- 
derness associated with the disease of certain 
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abdominal organs and that this tenderness 
due to the connections between the sympathet 
system supplying the diseased viscus and t! 
distribution of the cutaneous nerves arisii 
from the same segment of the cord. Billin: 
states: “The contraction of unstriped musi 
is the most frequent cause of abdominal pai. 
and is always referred along the midline o: 
the abdomen while renal colic is dis 
tinctly unilateral in reference.” 

Let us consider either the spontaneous o 
traumatic rupture of the viscera of the abdo 
men. In the rupture of a hollow viscus there 
is an intense pain, not definitely localized, with 
absolute rigidity of the abdominal muscles anc 
a fixation of the entire body. The patient re 
mains in the position he was when the rupture 
occurred. The temperature and pulse remain 
normal for several hours but there is a ver) 
rapid increase in the leucocyte count. In the 
rupture of solid viscus the pain is not so great 
and there is more tendency for it to be local 
ized. The rigidity is less pronounced and the 
patient is not so fixed. It is possible to have 
a small amount of bleeding, either from a rup 
tured corpus luteum follicle or from an injury 
to the liver or spleen, without producing very 
much pain. 

The symptoms of chronic liver or gall-blad 
der infections are more of dysfunction than 
of discomfort. They usually come under the 
head of digestive disturbances. When pain is 
present it may be located over the liver but 
frequently is in the back under the right 
shoulder blade. The pain of biliary colic is 
rather characteristic; it is sharp and cutting 
in character, is located in the upper right 
quadrant of the abdomen with little tendency 
to radiate to distant points, although it is 
sometimes referred to the right shoulder blade, 
and the patient frequently rolls from side to 
side in an effort to obtain relief. The pain 
of liver abscess and hydatid cyst is dull and 
indefinite and is not a prominent symptom in 
either of these conditions. 

The pain of ruptured gastric and duodenal 
ulcer has already been considered, There is 
a rather characteristic sequence of pain in the 
unruptured variety. In the gastric ulcer the 
pain is sharper and is produced by the inges- 
tion of food. It gradually wears off as the 
stomach empties. In the duodenal! ulcer the 
sequence is pain-food-relief-pain. In other 
words the pain appears four or five hours af- 
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ter meals and js relieved by the taking of food 
or alkali. There is also a periodicity in the 
attacks of duodenal ulcer, consisting of exacer- 
butions in the spring and fal! and remissions 
in the summer and winter. In gastric ulcer 
there may be vomiting of blood and in duod- 
eval ulcer there may be blood in the stools. In 
gastric and duodenal ulcers that rupture 
slowly, in which the peritoneum holds and 
there is no soiling of the general abdominal 
cavity, the pain is almost constant and there 
is no food or alkali relief. In addition there 
sa definite point of localized tenderness over 
the site of the ulcer. Pain of gastric carci- 
homa is a variable quantity. If it is grafted 
on the site of an old chronic ulcer it does not 
differ very materially from the patient’s former 
pain, except that it is more constant and is 
dull and boring in character. Frequently, 
however, a gastric cancer appears without any 
history of previous gastric disturbance and 
these patients may present themselves with a 
rather rapid loss of weight and strength, with 
no history of pain or indigestion and an X- 
ray will reveal an advanced carcinoma. A 
gastric analysis is a big help in differentiating 
between ulcer and cancer, since ulcers of the 
stomach usually have a hyperacidity and gas 
tric carcinoma frequently has a diminution in 
hydrochloric acid with the presence. of lactic 
acil, X-ray findings are of utmost impor- 
tance. The filling defects of duodenal and gas- 
tric ulcer or gastric carcinoma are rather char- 
acteristic and are a tremendous aid in diaz- 
In one of the largest clinies in the 
United States it is claimed that a filling de- 
fect smaller than a dime in the gastric mucosa 
is almost certainly a benign lesion while if the 
defect is larger than a quarter it is most likely 
malignant. They consider defects between 
these two to be questionable, the diagnosis to 
be determined by other data or the findings at 
operation. The perforation of a hollow vis- 
cus should give a pneumo-peritoneum on X- 
ray findings. 


NOsIsS, 


The pain of pancreatic caleuli very closely 
resembles that of biliary calculi and frequently 
cannot be distinguished from it. The pain of 
acute pancreatitis is severe and fulminating in 
character, located in the epigastrium, accom- 
panied by severe shock and muscular rigidity. 
The pain of chronic pancreatitis is almost 
identical with that of chronic cholecystitis, It 
extends over a long period and there may be 
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tenderness over the head of the pancreas. Pain 
is given as the first symptom in 88 per cent 
of pancreatic carcinoma. At first it consists 
of indefinite digestive disturbances, later on 
there is an intermittent pain in the epigas- 
trium which increases in frequency and se- 
verity and may be referred either to the right 
or left shoulder blade depending upon whether 
the head or tail of the pancreas is the site of 
the growth. It is worse at night and_ fre- 
quently can be relieved by assuming the erect 
posture. The gastric secretion shows an ab- 
sence of hydrochloric acid. There is a pro- 
vressively deepening jaundice and a distended 
gall-bladder is often palpable. In the begin- 
ning there may be constipation, later on the 
stools are rather bulky and filled with undi- 
vested fat. 

Rupture of the spleen is accompanied by the 
usual severe pain of peritoneal soiling plus the 
symptom of hemorrhage if there is much blood 
Here, too, the pain is frequently referred 
to the left shoulder blade. There have been 
reported several interesting cases of intra- 
capsular splenic hemorrhage, following injury, 
accompanied with upper left abdominal pain 
and tenderness which may continue for several 
days, when the spleen may be blown to pieces 
by the accumulated force of the hemorrhage. 
Then the patient is suddenly in collapse with 
all the symptoms of hemorrhage and shock and 
at Operation small pieces of the spleen may be 
found scattered about the abdomen. Abscess 
of the spleen is usually a secondary, metasta- 
tic. embolic process and is accompanied by 
chills, fevers, and sweats; with rigidity, rapid 
enlargement of the spleen and the usual lo- 
calized pain that accompanies any inflamma- 
tory condition in the peritoneum. There is 
very little pain accompanying the slowly en- 
larging spleen of the various blood dyscrasias, 
and such as it is, is usually due to the weight 
of the organ and the pull on its peritoneal at- 
tachments. 

The pain of acute appendicitis is also fairly 
characteristic. It starts either as a general 
abdominal discomfort or a yague pain around 
the umbilicus or in the epigastrium and is fol- 
lowed, in the majority of cases, by one or two 
attacks of vomiting. There is almost always 
an initial leucocytosis with increase in the 
polymorphonuclears. This may entirely dis- 
appear within forty-eight hours and the count 
return to normal. There is very little rise in 
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temperature and pulse rate; both may be nor- 
mal. In from ten to eighteen hours the pain 
is localized over the site of the appendix and 
both pain and muscular rigidity have de- 


veloped. We have to distinguish between acute. 


appendicitis as outlined above and an acute 
gangrenous appendix, practically without in- 
flammatory changes, so sudden is the onset due 
to a block in the appendicular blood supply. 
This condition js almost symptomless and, ex- 
cept for a very short period of initial pain, 
there is no further pain until the appendix 
has sloughed off and we have the symptoms 
of appendiceal abscess or of a beginning gen- 
eral peritonitis, I wish to take this oppor- 
tunity to question the rather common practice 
of applying an ice-bag over the right lower 
quadrant of the abdomen with the first symp- 
toms of appendiceal irritation and then wait- 
ing from twelve to thirty-six hours to see what 
the result will be. As far as I can see, it has 
no effect whatever on the appendicular inflam- 
mation. What it probably does is to relieve 
the cutaneous reflex pain over that area and 
the changes in the appendix go on with the 
. patient and his doctor blissfully ignorant of 
the catastrophe that awaits them. Frequently, 
if you will remove the ice-bag long enough 
for the abdominal wall to thaw out, there is 
an immediate return of pain and the patient's 
hope that he will be able to “freeze it out” 
is simultaneously shattered. Speaking from 
the experience of many disastrous results, I 
can see no earthly benefit to be gained in wait- 
ing until the inflammation has spread beyond 
the appendix and we have to wait still further 
for the localization of an appendiceal abscess 
or we inadvisedly operate in the face of a 
beginning general peritonitis. 

General peritonitis usually follows some 
other inflammatory condition in the abdomen 
and, when it does, there is an exaggeration of 
the symptoms already present. Occasionally, 
however, it originates as the result of some 
other infectious process elsewhere in the body, 
as, for instance, a streptococcic sore throat, a 
pneumonia or the pneumococcie peritonitis seen 
in young children in the poorer urban districts, 
usually occurring in young girls with a vaginal 
portal of entry. In all of these cases there is 
suddenly interposed the picture of a severe 
intra-abdominal catastrophe. The patient lies 
in bed with knees flexed, with marked rigidity 
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of the abdominal muscles, with severe p» 1, 
cutting in character, and there is usually rat!.-r 
persistent vomiting. The respiration is sh 1- 
low and entirely costal. The patient gro 
progressively worse and death usually occiirs 
in from five to seven days with the termi: al 
stage of a general toxemia. Operation offers 
very little unless the patient has enough ‘e- 
sistance to localize the infection. 

Tubercular peritonitis of the adhesive type 
shows a rather marked rigidity, without any 
localized tenderness, with an afternoon rise of 
temperature and no leucocytosis. The pain is 
usually due to peristalsis in the adherent loo; 
of small bowel, In the ascitic type there is 
very little pain and the diagnosis is made !y 
the fact that it is one of the few things that 
gives an accumulation of fluid in adolescents 
without kidney or cardiac involvement. 


S 


There is nothing much more puzzling than the 
indefinite pain of enlarged mesenteric glands 
when they cannot be palpated. If the process 
has gone on to calcification they should cast 
a shadow on the X-ray plate but by that time 
they are no longer causing pain. 

The pain of intestinal obstruction is only 
moderately severe at first. It is cramping in 
character, intermittent, accompanied by nausea 
and vomiting and, after the lower bowel is 
emptied, by constipation. In intussusception, 
seen most frequently in young children and the 
aged, there are bowel movements of bloody 
mucus. As the obstruction progresses, there is 
increase in the severity and frequency of the 
colicky pain, there is distention and some ten- 
derness but seldom rigidity. Within the first 
twenty-four hours there is often visible peris- 
talsis, which disappears later. There is an 
absence of fever. The vomiting becomes per- 
sistent and the tongue is red and dry. There 
is a decrease in the blood chlorides with an 
increase in blood urea and an increase in the 
carbon dioxide combining power in the blood 
plasma. If unrelieved, the picture is one of 
increasing toxemia with subnorma] tempera- 
ture, rapid, feeble pulse and death. 

Mattison states: “In embolism of the mesen- 
teric vessels there is sudden intense pain, sud- 
den marked rise in pulse rate, sudden shock, 
blood stained diarrhoea and usually a history 
of some form of infection, such as endocardi- 
tis.” . 

The pain of paralytic ileus, post-operative, 
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usually over-balanced by the pain incident 
to the operative procedure and we are fre- 
quently at a loss to determine whether we 
should treat patients expectantly or whether 
we should subject them to an enterostomy. 
Dr. Willard Bartlett and Dr. W. J. Mayo have 
recently suggested that they be given a spinal 
anesthesia. If, following this there is a volun- 
tary expulsion of gas and feces by the bowel 
within fifteen minutes, the. patient should be 
treated expectantly. That is by gastric lavage, 
vlucose, saline, posture and so forth. How- 
ever, 1f there is no relief in fifteen minutes, 
an enterostomy should be performed before the 
effects of the spinal anesthesia wear off. 

Holden, of Portland, Ore., has recently re- 
ported a method of treating intestinal obstruc- 
tion which has caused a remarkable reduction 
in death rate in his hands and that has further 
been confirmed by Hayden and Orr, of Kansas 
City, and Sweek and Patterson, of Phoenix, 
Ariz. Briefly, the method is this: a long in- 
cision is made, the patient eviscerated of howei 
and the point of obstruction located. A tube 
or glass rod is introduced into the bowel 
through a stab wound at the point of obstruc- 
tion and held in place by a purse string suture. 
Then, beginning at the duodenum, the bowel 
is stripped through the fingers and its con- 
tents expressed through the tube into a bucket, 
the empty bowel being returned to the abdo- 
men. After it has been emptied, Sweek and 
Patterson fill the bowel with hypertonic salt 
solution and this is emptied in the same man- 
ner. The obstruction is then dealt with and 
the abdomen closed. The patient is given a 
teaspoonful of dry salt by mouth and one or 
two glasses of water to wash it down. It is 
claimed that the bowels move normally in from 
one to three hours and that there is usually a 
complete of post-operative nausea. 
Holden reports one hundred andd_ thirty-five 
cases with an operative mortality of 19.2 per 
Sweek and Patterson report six cases 


absence 


cent. 
without a death. 

The pain of carcinoma of the large bowel is 
often a late symptom and it is not unusual 
for the patient to come in with a complete ob- 
struction from an annular carcinoma without 
his ever having had sufficient pain to cause 
him to consult a physican, but he often gives 
a history of blood mucus in his stools for some 
time, 
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The pain of diverticulitis of the bowel is the 
usual pain of peritoneal irritation, localized in 
the region in which the diverticulum occurs 
accompanied by fever and leucocytosis. If 
concretions drop into a diverticulum without 
producing inflammatory changes, the pain may 
he colicky in character until the concretion 
has been returned to the lumen of the bowel. 
The inflammation may go on to abscess for- 
mation with the usual tenderness, pain and 
rigidity of intra-peritoneal abscess from other 
causes, 

There are five pathological conditions aris- 
ing in the pelvic organs in women in which 
pain is one of the predominating symptoms 
In acute salpingitis there is pain over the lower 
abdomen with rigidity and localized tender- 
ness, fever, leucocytosis and other evidences 
of an acute inflammatory condition. There is 
nothing particularly characteristic about the 
pain except that a pelvic examination increases 
it and any attempt to move the pelvie viscera 
markedly intensifies it. Also. if the condition 
is subsiding, following a pelvic examination 
there may be a flare-up of all the symptoms. 

In ruptured corpus luteum follicle with 
hemorrhage in the peritoneal cavity, the symp- 
toms may be mild or severe, depending upon 
the amount of hemorrhage and the individual's 
reaction to pain. At times 
shock and the patient shows all the evidences 
However, the actual 


there is severe 
of marked hemorrhage. 
amount of blood lost is usually rather small. 

Tubal abortion is generally accompanied by 
sharp, cramping pain which closely resembles 
the pain of uterine abortion followed by the 
of intra-peritoneal soiling—pain, 
tenderness, rigidity, and so forth. 

In ruptured ectopic pregnancy, if the rup- 
ture is in the uterine end of the tube, there is 
generally severe pain and shock, fainting and 
nausea, followed shortly by the sign of rapidly 


evidences 


progressing hemorrhage—blanching of the 
skin, air hunger, restlessness, and so forth. If 


the rupture occurs in the fimbriated end of the 
tube, the symptoms are nothing like so pro- 
nounced and may easily be mistaken for tubal 
abortion. In both ruptured ectopic and tubal 
abortion there are usually cramp-like labor 
pains with uterine bleeding. 

The fifth cause of pelvic pain is an ovarian 
cyst with a twisted pedicle. This is often quite 
a puzzling condition. The patient when seen 
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in the attack apparently has severe pain. There 
is a moderate amount of rigidity and later a 
slight rise in temperature and _ leucocytosis. 
She often gives a history of several similar at- 
tacks, not so severe, which cleared up after 
a few hours. This condition is also frequently 
accompanied by uterine bleeding and, where 
the patient is not too stout, a tumor mass may 
be felt. 

Ordinarily in pelvic tumors, pain is not the 
symptom which brings the patient to the phy- 
siclan. 


708 Medical Arts Building. 





ABDOMINAL PAIN ORIGINATING IN 
THE URINARY TRACT.* 
By B. E. HARRELL, M. D., Norfolk, Va. 

Abdominal pain originating in the urinary 
tract is often confusing in its character and 
in its distribution. The classical picture of 
pain over the kidney region radiating to the 
groin is helpful when present, but too often 
this picture is not realized and the urinary 
(lisease simulates some other abdominal con- 
dition. Pain alone is not to be relied upon 
since disease of the urinary tract may pro- 
duce the pain usually regarded as character- 
istic of any other of the abdominal organs. 
There is probably no area in the abdomen 
where so great error in diagnosis occurs as in 
the urinary tract. 

According to Braasch, the subjective symp- 
toms of lesions involving the urinary tract may 
so closely simulate those occurring with lesions 
in adjacent organs that they frequently are 
of no practical diagnostic value. 

Kelly, Braasch and Lowsley all report that 
of the right-sided renai and ureteral lesions 
coming to them, 50 to 65 per cent have been 
subjected to one or more futile operations on 
adjacent organs, while the condition of the 
kidney and ureter has not been recognized. 
Bransford Lewis mentions a case that had un- 
dergone five major operations for relief of 
symptoms due to nephroptosis. 

Pain has been called the language of dis- 
ease and should serve to attract attention, but 
diagmosis will require much more than a his- 
tory of pain. 

The kidney has certain characteristics in 
common with other abdominal organs, It can 
be cut, torn, or sutured without production of 
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pain; also, it is insensitive to heat and cok 
A stone may lie in the kidney or a chronic in 
fection be present for years without causin + 
pain. The capsule and the pelvis of the kid 
ney, however, are acutely sensitive to any 
change in tension. There is a question as to 
the relative importance of these two structures 
in pain production, and probably both play 
part in most instances, though abnormality of 
and about the capsule may cause pain unasso- 
ciated with any disturbance of the pelvis or 
ureter. 

Bevan and others believe most kidney pains 
to be due to stretching of the capsule. Keyes 
reports relief of renal pain from splitting the 
‘vapsule. Watson and Bevan report relief from 
nephrotomy. Bevan reports a case of severe 
renal pain with a stone in the ureter which 
was immediately relieved by nephrotomy. The 
passage of this stone down the ureter could 
be followed with the X-ray and at no time was 
any pain present. 

Ambard and Papin trace renal pain to the 
pelvis, and report relief of pain in small hy- 
dronephroses from resection of the pelvic 
nerve supply. It is hardly possible in the aver- 
age case to say which structure originates the 
pain, since with any distention of the pelvis 
there is probably associated some stretching 
of the capsule. Clinically, the dull lumbar 
ache is considered more characteristic of cap- 
sular disturbance and the sharp colic of pelvic 
or ureteral disturbance. 

Pain is usually the result of an acute proc- 
Slowly progressive disorders, such as 
tumors, may greatly distend the capsule, or 
a large hydronephrosis may develop without 
causing pain unless there is a sudden increase 
in pelvic or capsular tension. There are two 
types of pain due to abnormality of the urinary 
organs: the one is localized in the region of 
the organ; the other by a transference of 
stimulation in the cord is referred to the dis- 
tant area innervated by the spinal nerves of 
that cord segment. An impulse arising in the 
kidney is carried to the cord segments supply- 
ing the kidney where it stimulates other as- 
sociated sensory fibres. The stimulus is then 
perceived as pain, and not only comes back to 
the kidney, but also is referred to the periph- 
eral distribution of the sensory fibres arising 
in these same cord segments. Since the same 
cord segment may supply fibres to widely sepa- 
rated viscera, pain may be felt in an area far 
removed from its point of origin. 
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The testicle was originally an intra-abdomi- 
nal organ. It lay at about the same physio- 
logical level as the kidney and took its nerve 
supply from the same cord segments. When 
the testicle descended to the scrotum, it carried 
with it its original nerve supply, so in adult 
life the extremes of the urinary tract receive 
their nerve supply from the same source. An 
impulse originating in the kidney—from a 
stone, for instance—is carried to the cord seg- 
ments supplying the kidney; it is distributed 
as a pain sensation along the spinal nerves 
arising from these segments. It may follow 
any of these fibres. With considerable regular- 
ity it follows the fibres to the testicle as well 
as those to the kidney, so an irritation in the 
kidney may be felt as pain in both the kid- 
ney and testicle. These pain impulses may 
not find their way back to the kidney, but 
may be felt in the testicle alone. 

The kidney and upper ureter derive their 
nerve supply from the ninth, tenth, eleventh 
and twelfth dorsal and the first lumbar seg- 
ments. The liver, bile ducts, spleen, pancreas, 
adrenal, testicle, ovary, uterus, Fallopian tubes, 
diaphragm, urethra, and appendix all receive 
fibres from the same segments, so that pain im- 
pulses originating in the kidney may be re- 
ferred to any of these organs. Arising from 
these same segments and playing a great part 
in the propagation of renal pain is another 
group of nerves, namely, the genito-crural, ilio- 
inguinal, and ilio-hypogastric. The referred 
pain of renal and upper ureteral disease is 
distributed along these nerves more often than 
along any others. 

The lower ureter, bladder, prostate, and scro- 
tum are supplied chiefly by fibres from the 
lumbar and sacral segments, and impulses 
originating in these organs are referred to 
areas supplied by these same segments. 

The zones of Head have proven of very litt'e 
practical value, but some familiarity with the 
(distribution of nerves from the various cord 
segments is of great help in interpreting re- 
ferred pain. 

Probably the most urgent demands for re- 
lief from abdominal pain originating in the 
urinary tract are made by patients with stone. 
The pain of a renal calculus may be of a more 
or less constant aching character, or may be 
a colic. The aching pain is normally felt over 
the kidney region and may radiate to the groin 
or genitalia; it may radiate down the leg or 
to some point in the abdomen. It may be in- 
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creased by exertion or sudden movements. 
This type of pain is very confusing and is fre- 
quently ascribed to some other abdominal con- 
dition. In renal colic the pain comes on sud- 
denly, is usually very severe, and in extreme 
cases the ordinary doses of morphine do not 
give relief. The pain is felt over the kidney 
region and radiates to the groin or genitalia, 
sometimes down the thigh and may reach the 
ankle, though it seldom goes below the knee. 
It is usually accompanied by nausea and vomit- 
ing. There is also pain in the testicle and the 
testicle may be retracted. This is the typical 
text-book picture. Unfortunately in actual 
practice this picture is realized in probably 
less than half the cases. In a series of sixty- 
seven cases of stone in the kidney or ureter 
studied by Cecil, only twenty-one, or less than 
one-third, presented the typical picture of pain 
in the kidney region radiating to the groin. 
Approximately one-third had no pain in the 
back, the pain being referred to some point in 
the abdomen, and in one case to the epigastrium 
alone. In another case, according to the his- 
tory, the pain was originally limited to the 
testicle and the patient had been subjected to 
an operation on the epididymis. 

Pain in the upper abdomen is usually felt 
just below the costal margin, and in the lower 
abdomen in the neighborhood of McBurney’s 
point or in the corresponding position on the 
left side. The position of the stone, whether 
in the kidney or in the ureter, has little bear- 
ing on the distribution of pain, though a stone 
in the lower ureter is much more apt to pro- 
duce bladder symptoms. About half of these 
cases will show some disturbance of bladder 
function of varying degree. This disturbance 
is not necessarily dependent on infection, and 
is frequently present though the urine may 
be sterile. Other types of obstruction, such as 
the lodgment of detritus or blood clot in the 
ureter, may produce pain indistinguishable 
from that of stone. 

Hydronephrosis produces pain very similar 
in its general characteristics and mode of radia- 
tion to that produced by stone, but is apt to 
be much less severe, and may be absent alto- 
gether. It is usually colicky and recurrent in 
type, and may be associated with an increased 
ingestion of fluids. The cessation of pain may 
be accompanied by the passage of large quan- 
tities of urine. This polyuria is not always 
due to the emptying of the hydronephrotic sac, 
but may be a polyuria from the sound kidney 
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following suppression during the acute stages 
of pain. 

In tumors of the kidney pain is not an out- 
standing symptom. An ill-defined local pain 
is present in about one-third of cases, but the 
diagnosis is based on the presence of hema- 
turia, tumor mass, or other symptoms rather 
than on pain. Obstruction by a blood clot or 
fragment or tumor may produce an attack of 
colic. 

Patients with tuberculosis of the kidney 
usually present themselves on account of hema- 
turia or bladder disturbance. Pain is not an 
urgent symptom. When it does occur it is 
rather different from other types of renal pain 
and is more of an aching in the back. When 
referred to the abdomen it is often spoken of 
as a burning sensation. 

Stricture of the ureter, when of a caliber 
sufficiently small to interfere with the flow of 
urine, may cause pain similar to that of other 
types of obstruction. In strictures of large 
caliber, as described by Hunner, there is fre- 
quently local pain and tenderness. If the stric- 
ture is on the right side, the appendix is usually 
removed before the case is seen by a urologist. 
These patients complain chiefly of bladder dis- 
turbance and of pain referred to other pelvic 
organs. There is often a neurotic element in 
the picture which makes it still more confus- 
ing. These cases usually begin with pain at 
the time of menstruation, while they may be 
comfortable between periods. The pains be- 
come progressively worse, til! finally they are 
present almost constantly, and worse during 
the periods. 

Benign tumors of the bladder do not of them- 
selves cause pain. When it does occur, it is 
the result of obstruction or infection. Pain 
is an unreliable symptom of malignant growths 
of the bladder, These growths do not contain 
nerve fibres, and they destroy nerve fibres as 
they advance in the bladder wall. Pain 
usually due to a loss of elasticity in the bladder 
wall, and to the inflammatory zone that sur- 
rounds the growth. Pain is dull and aching 
in character and is felt in the suprapubic re- 
gion, Obstruction may occur as a result of 
invasion of the vesical orifice or of hemor- 
rhage. 


1S 


Tumors or deformities at the neck of the 
bladder cause pain usually by causing obstruc- 
tion. Malignant growths may cause a dull 
aching pain in the suprapubic region or in 
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the groins, though it is more often referred to 
the lower back and thighs. 

Inflammatory conditions of and about the 
prostate may cause abdominal pain. We hav: 
had several cases of supposed renal colic en 
tirely relieved by treatment of the posterior 
urethra. In a large series of cases of prosta- 
titis, Young reports eight cases having pain 
over the kidney region, and ten cases that 
simulated renal colic. 

Epididymitis rather frequently causes ab- 
dominal pain. The pain is fairly acute, it 
follows the course of the vas, and, on the right 
side, may be mistaken for appendicitis. 

Pain is not the most dreaded urological 
symptom;—the most dreaded is a_ painless 
hematuria.—but it is the svmptom for which 


patients most often demand relief 
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ABDOMINAL PAIN AND ITS RELATION 
TO NEUROLOGICAL DISEASES.* 
By FRANK H. REDWOOD, M. D., Norfolk, Va. 

Neurological conditions represent a very 
small per cent of the total number of causes 
of pain in the abdomen and, due to this rather 
infrequent occurrence, needless operations are 
sometimes done. I cannot impress upon you 
any more forcibly the more common neurologi- 
cal diseases in which abdominal pain is a 
prominent symptom, than to cite briefly cases 
that have come under my observation. 

A woman of forty-nine years had pain in 
the abdomen and back for three years. She 
had been examined, had all of the laboratory 
tests done, and she had her ureters dilated a 
number of times, but the pain continued. She 
had a tender spot on pressure in the lumbar 
region, and a radiograph of the lower spine 
lisclosed almost complete destruction of the 
eleventh dorsal vertebra. She was completely 
relieved from pain from the time she reacted 
from the anesthetic. Pott’s disease, as well as 
other arthritic changes in the vertebra, quite 
frequently is found to be the cause of abdomi- 
nal pain, Particularly in children who have 
sudden attacks of pain in the abdomen, which 
is worse at night, it is well to keep in mind 
Pott’s disease, with nerve root irritation as a 
source of trouble. 

A woman, fifty-two years of age, consulted 
me because a pain in the left abdomen had 





*Read as part of a symposium on Abdominal Pain, before the 
Medical Section of the Norfolk County Medical Society, Nor- 
folk, Va., January 20, 1930. 
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made her nervous and kept her awake at night. 
On examination, she had some tenderness over 
the left kidney, and a voided specimen of urine 
showed eight pus cells per field. She was re- 
ferred to a surgeon, who had the kidney rayed 
for stones, with negative results. She 
then advised to have a cystoscopic examina- 
tion and, while preparing to enter the hos- 
pital, the typical eruption of herpes zoster 
made its appearance. As far as I know, the 
diagnosis of herpes zoster is impossible before 
the eruption appears, but it is well to keep in 
mind that the pain of herpes, which is usually 
referred, may be present several weeks before 
the eruption appears. 

A young man of twenty-four was admitted 
to the hospital with abdominal cramps, rigidity 
of the abdomen, temperature. and a marked 
leukocytosis, He complained of some numb- 
ness of the soles of the feet. Neurological ex- 
amination disclosed that he had an early trans- 
verse myelitis which later proved fatal. An 
acute myelitis may rarely simulate an acute 
abdominal condition. A proper diagnosis here 
may be made on the history, a careful sensory 
examination, testing the reflexes, and a study 
of the spinal fluid. In a well-developed case 
of myelitis, of course, the differential diag- 
nosis should not be difficult. 

A woman of sixty years was admitted to the 
hospital with nausea, vomiting and pain in 
the abdomen. She was operated and a normal 
appendix removed. A few days later tabes 
with gastric crises was diagnosis, This is not 
an uncommon cause for abdominal pain. A 
negative spinal fluid and blood Wassermann 
does not necessarily rule out the presence of 
tabes. Given a patient with small pupils, that 
do not react to light, a Romberg and absent 
tendon reflexes and pain in the abdomen, ac- 
companied by nausea and vomiting, the cause 
of the clinical picture. is in all probability, 
syphilis, regardless of the serology. Urinary. 
bladder and gall-bladder crises do 
though they are rare. 

A malignancy, from some region, metastasiz- 
ing to the spinal cord, may at times give pain, 
referred to the abdomen. I have recentiy ob- 
served a case, in which there was pain in the 
chest and upper abdomen, from a malignancy 
of the mediastinum. The pain was so severe 
at first, that it was thought she might be de- 
veloping herpes zoster and the case was seen 
in its true light only after cord symptoms mani- 
fested themselves. 
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Disturbances of the vegetative nervous sys- 
tem, which have vague symptoms of pain, re- 
ferred to some region of the abdomen, repre- 
sent a large class of patients in a neurological 
practice. These patients usually complain of 
pain in the right or left lower quadrant, or 
in the neighborhood of the stomach or gall- 
bladder and often present a problem in diag- 
This type of individual should have a 
thorough study, before surgery is instituted 
as a means of treatment. Closely akin to this 
class is another group of cases that are fre- 
quently needlessly operated. JI have in mind 
the young woman, with pain in the lower ab- 
domen, possibly related to the menstrual 
period, who has had one or more curettements 
and finally a pelvic operation was advised. It 
may be wise to try some type of endocrine 
therapy, which often makes an operation un- 
necessary. 

The pain of metallic poisons, such as lead, 
and the pain in drug addicts, from withdrawal 
of the drug, should be mentioned as rare 
causes, 

And, lastly, there is “delusional” pain in 
some types of mental cases that is not so in- 
frequent. These delusions drive the patient 
from one doctor to another, seeking surgical 
relief. The outstanding delusion may be that 
the food is poisoned, the patient wil! vomit af- 
ter each meal, or probably will refuse to eat 
at all, because of the pain. These symptoms 
may persist for many months, until finally the 
true mental state is recognized and the patient 
is disposed of in the proper hospital. 

In this discussion, I have only briefly out- 
lined the chief neurological causes of abdomi- 
nal pain. 


nosis. 


503-7 Medical Arts Building. 
THE DIAGNOSIS AND TREATMENT OF 
DUODENAL ULCERS.” 


By STUART McGUIRE, M. D., Richmond, Va. 
McGuire Clinic 


It was formerly taught that gastric ulcers 
were frequent and that their diagnosis was 
-asy, while duodenal ulcers were rare and that 
their diagnosis was difficult. The modern sur- 
geon and roentgenologist have proved that just 
the reverse is true. Gastric ulcers are not as 
frequent as duodenal ulcers, and their diag- 
nosis is attended by a much greater chance 
of error. 





Occasionally in medical writings it is a 





*Read at a meeting of the Richmond Academy of Medicine. 
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practice to use the word “peptic ulcer” and 
under this term to describe the symptoms and 


treatment of both gastric and duodenal ulcers. 
This is unfortunate, as anatomically and 
pathologically they are distinct clinical enti- 
ties, and the indications for their treatment 
are different. They cannot be discussed to- 
gether without danger of confusion. 

The dividing line between the stomach and 
duodenum is clearly indicated by the pyloric 
vein, and it is usually easy on inspection to 
locate the origin of an ulcer and to designate 
it as gastric or duodenal, A gastric ulcer is 
rarely within an inch and a half of the pylorus, 
and a duodenal ulcer is almost always located 


one-half inch or more distal to this landmark. 


A gastric ulcer develops in an acid field, 
and, for this or some other reason, has a strong 
tendency to undergo malignant degeneration, 
while a duodenal ulcer has its origin in an 
alkaline soil, and rarely if ever develops into 
cancer. A gastric ulcer should be regarded 
as a potential cancer and should be removed 
surgically as soon as discovered, while a duod- 
enal ulcer should be considered a benign le- 
sion and should not be operated on until medi- 
cal treatment has been faithfully tried and 
proved inefficient. 

While it is true that svmptoms of ulcer of 
the stomach and duodenum have so much in 
common that we frequently speak of an “ulcer 
history,” it is a fact that they differ strikingly 
in certain respects and that a differential diag- 
nosis can usually be made with reasonable cer- 
tainty on the clinical history alone. The symp- 
toms of both gastric and duodenal ulcers are 
indigestion, pain, vomiting and hemorrhage, 
but the characteristic symptem is pain. In 
gastric ulcer the pain usually comes on shortly 
after a meal, gradually subsides and is repro- 
duced by taking food again. In duodenal ulcer 
the pain as a rule does not come on until three 
or four hours after a meal, and is completely 
and immediately relieved by taking food. 
tients with ulcer of the stomach dread taking 
food, while patients with ulcer of the duode- 
num soon learn to keep a biscuit or glass of 
milk easily accessible in order to arrest the 
so-called hunger pain when it develops. 

The analysis of the stomach contents after 
a test meal, once so relied on as a means of 
diagnosis, has been largely discredited. It is 
true that 20 per cent of gastric ulcers and 72 
per cent of duodenal ulcers show hyperchlor- 
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hydria, but this condition is also common in 
other diseases. 

The presence of blood in either vomitus or 
feces is significant, but not conclusive evidence 
of the existence of an ulcer. An analysis of 
cases in which such bleeding occurred showed 
that 4 per cent were due to gall-bladder dis- 
ease, 2 per cent to appendicitis and a smaller 
proportion to cirrhosis of the liver, splenic 
anemia, hemophilia and purpura. 

Fortunately in the modern method of X-ray 
examination of the stomach and duodenum, 
we have the means of securing information 
of great diagnostic value. In duodenal ulcers 
the lesions can be shown by obstruction or de- 
formity of the bulb, and in gastric ulcers by 
niches, notches, craters or an abiding spasm of 
a zone of the stomach. Not only does the X-ray 
in expert hands establish a positive diagnosis 
in 95 per cent of cases, but it also gives valuable 
indications for treatment, as it shows the size 
and location of the ulcer, the depth and ex- 
tent of the crater, the degree of obstruction it 
has produced and the amount of dilatation of 
the stomach that has resulted, 

As previously stated, the indications for the 
treatment of gastric and duodenal ulcers are 
so different that the two should not be con- 
sidered together. For lack of time to take 
them up separately, the remainder of the pa- 
per will be devoted to the discussion of the 
treatment of duodenal ulcers. 

The first question in a given case is whether 
the treatment shall be medical or surgical. 
Shall the patient be given the medical treat- 
ment standardized by Sippy, which consists 
essentially of rest in bed, frequent but re- 
stricted feedings and the neutralization of 
stomach contents by the administration of al- 
kalies; or shall the abdomen be opened by the 
surgeon and the ulcer excised or a posterior 
gastro-enterostomy performed? On this ques- 
tion there has in the past raged a vigorous and 
It was due to 
the fact that physicians generally treated pa- 
and 
and 


almost disgraceful controversy. 


tients in the early stages of the disease 
saw them relieved of their symptoms 
apparently restored to health. They were 
usually ignorant of the relapses that occurred. 
Surgeons on the other hand dealt with patients 
who had suffered with duodenal ulcer for years 
and had been treated by many physicians with- 
out permanent relief. They were, therefore, 
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impressed with medical failures and unmind- 
ful of medical cures. 

Out of the discussion the profession has fi- 
nally come to the conclusion that certain cases 
should be treated medically and other cases 
should be treated surgically, and the indica- 
tions and the contraindications for the respec- 
tive methods of treatment have been pretty 
well crystallized. 

It is now generally accepted that a duod- 
enal ulcer, unless jt produces marked pyloric 
obstruction or is shown by the X-ray to be 
of the perforating type, should be treated 
medically, provided the cooperation of the pa- 
tient can be assured. So great is my belief in 
the efficiency of medical treatment in properiy 
selected cases, and in the better results secured 
in the cases cured medically compared with 
those cured surgically, that when operating on 
a patient who has both duodenal ulcer and 
chronic appendicitis, I often remove the ap- 
pendix and leave the ulcer to be treated by 
my medical colleagues. 

Success in the medical treatment of an ulcer 
depends not only on the nature of the lesion, 
but also on the temperament, intelligence and 
financial means of the patient. ‘There is a 
peculiar psychology of the sick which often 
makes a patient who would be perfectly will- 
ing to stay in a hospital if he were operated 
on by a surgeon, unwilling to stay the same 
length of time to be cured of the same dis- 
ease by medical treatment at the hands of a 
physician, If the patient is of a rebellious 
temperament and at the outset refuses to enter 
the hospital and insists on carrying out the 
treatment at his home, there is no use under- 
taking the case. Again, if the patient has 
scant intelligence and lacks the control neces- 
sary to cut out the desires of his appetite, he 
had better be turned over to the surgeon to 
cut out his ulcer. Finally, if the patient's 
financial means are such that he has to do hard 
manual labor to earn a living and has to sub- 
sist on coarse and improperly cooked food, the 
prospects of a cure by rest, diet and medica- 
tion over a long period of time are not good. 
The medical treatment of duodenal ulcer is 
poor treatment for very poor people. 

When after a careful study of the character 
of the ulcer and the attitude and circumstances 
of the patient, it is decided that the case is a 
suitable one for medical treatment, the first 
thing to do is to have a frank talk with the 
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man. He should be told exactly what will 
be expected of him. He should be told that 
he would be required to stay between three and 
four weeks in the hospital and another two 
weeks at home before he resumes full work. 
He should be told that the diet and fre- 
quent feeding and medication will have to 
be continued over a period of months, possi- 
bly a year or longer. The necessity of follow- 
ing the regime without modification should be 
stressed and the principles underlying the treat- 
ment should be fully explained. With such 
an understanding at the outset, it is usually 
not difficult to obtain complete cooperation 
during the months that follow and the results 
are usually most satisfactory. 

The advantages of the medical treatment of 
an ulcer of the duodenum over the surgical 
treatment are not only that the danger and 
painful ordeal of an operation are avoided, 
but that the anatomical structure and physio- 
logical function of the stomach and duodenum 
are not distorted or perverted. It is true that 
sometimes after a cure has apparently been ef- 
fected there is a recurrence of symptoms, or 
even a hemorrhage or a perforation, but these 
calamities are the exception and not the rule, 
and they are no more frequent than the com- 
plications which sometimes follow surgical 
operations in the form of the vicious circle or 
regurgitation of bile; the dumping stomach 
or too rapid passage of food into the intestines, 
and the secondary ulcers which form in the 
new pylorus or at the anastamotic opening 
into the jejunum. 

The indications for a surgical operation on 
a patient with duodenal ulcer are (1) hemor- 
rhage, (2) perforation, (3) obstruction, (4) 
persistence or recurrence of symptoms despite 
painstaking and prolonged medical treatment. 

Ix Cases or Hemorriace an immediate 
operation is rarely advisable. The vast ma- 
jority of patients will have a better chance 
for life if they are first treated by absolute 
rest, the prohibition of food, the administra- 
tion of horse serum or transfusion with blood. 
After bleeding ceases and the general condi- 
tion improves, an operation should be done to 
prevent the recurrence of the symptom. In 
these cases it is not sufficient to do a gastro- 
enterostomy even with infolding of the ulcer. 
To prevent further bleeding it is necessary 
either to excise the ulcer or destroy it with an 
actual cautery. 
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In Cases or Acute Perroration an opera- 
tion should be done as soon as a diagnosis is 
made. The recognition of the condition is 
based on the history of previous symptoms of 
ulcer, although, strange to say, they are often 
lacking, on the sudden agonizing pain which 
is not relieved by the ordinary dose of morphia, 
and on the prompt development of board-like 
rigidity of the abdominal wall. When there 
is a question as to whether the case is one of 
fulminating appendicitis or perforating ulcer, 
the abdomen should be opened by a mid-right 
rectus incision which can be extended up or 
down to meet conditions. If a perforation is 
found, no effort should be made to excise the 
ulcer or freshen its margins, but the opening 
should simply be closed by a purse string or 
interrupted chromic catgut sutures and the 
area protected by covering it with a piece of 
adjacent omentum. If the perforation is as- 
sociated with constriction of the outlet of the 
stomach, the surgical procedure should include 
a posterior gastroenterostomy. Some surgeons 
advise this as a routine procedure, but in my 
personal work I have rarely deemed it wise 
or necessary. 

After dealing with the perforation, the free 
fluid in the abdomen should be removed with 
sponges or a suction apparatus, and the area 
around the site of operation drained with 
folded sheets of rubber tissue brought out 
through the upper angle of the wound. Ir- 
rigation of the abdominal cavity and pelvic 
drainage through a stab wound above the 
pubes have been tried but have been found to 
do more harm than good. The result of opera- 
tions for perforating duodenal ulcers has been 
surprisingly good. Most cases recover’ and 
have no further untoward symptoms, A care- 
ful analysis of a large number of cases shows 
that the mortality is in direct proportion to 
the time which elapses between the perforation 
and the operation. 

There are cases of obstruction where, 
owing to failure of early diagnosis or lack of 
proper treatment, the ulcer has become deeply 
indurated or the ulcerative process has resulted 
in cicatricial contractions that have caused ob- 
struction of the pylorus or even dilatation of 
the stomach. These are mechanical conditions 
and can only be corrected by surgery. 

In cases of duodenal ulcer where medical 
treatment has failed, surgical treatment is in- 
dicated to relieve symptoms and to restore 
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health. These instances will become rarer if 
surgeons, when called in consultation in early 
cases, would unite with the physician in urg- 
ing the patient to carry out medical treatment 
faithfully over a long period. When medical 
treatment has apparently failed, it will be well 
to ascertain just what method was prescribed, 
how long it was carried out, and to what ex- 
tent the patient cooperated with his physician. 
Often it will be found that the treatment con- 
sisted only of moderate dietary restrictions 
over a period of a few weeks; again, the treat- 
ment may have been along the right lines but 
was discontinued shortly after symptoms sub- 
sided, and, finally, the patient may have been 
unwilling to deny his appetite or to carry out 
the tedious schedule that was outlined for him. 
These cases cannot be fairly classed as medical 
failures, and treatment should be begun anew. 


Cuoice or Operation 

In rare cases there may be an indurated 
ulcer which can be excised and the incision 
closed in such a manner as to avoid obstruction 
of the duodenum. This can be done only where 
there is a single small ulcer located on the an- 
terior wall of the duodenum at some distance 
from the pylorus. 

Usually the surgeon has to choose between 
some form of pyloroplasty or gastroenteros- 
tomy. The operation of pyloroplasty was in- 
troduced by Mikulicz, and consists in dividing 
the pylorus by an incision in the horizontal 
axis of the gut and suturing the incision at 
right angles to the line in which it was made. 
This permits the excision of the ulcer and over- 
comes any obstruction at the pylorus by en- 
larging the outlet of the stomach. Finney 
adopted the principle of Mikulicz, but in his 
operation divided the pylorus by a horse-shoe 
incision. Horsley and Judd have recently per- 
fected very simple and safe methods of doing 
pyloroplasty, and the technique of one or the 
other is generally practiced by the surgeon of 
today. 

The operation of pyloroplasty can be satis- 
factorily performed for duodenal ulcer only 
when the lesion is located near the pylorus and 
when the adjacent bowel wall is comparatively 
normal. If the ulcer is more than three-fourths 
of an inch from the pylorus it cannot be ex- 
cised, and if the tissues are thick and inelastic 
they cannot be approximated in the desired 
position without producing deformity and they 
cannot be sutured without danger of leakage. 
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The advantages claimed for pyloroplasty are 
that it places the outlet of the stomach in its 
anatomical and physiological position, that it 
enables the surgeon to excise the ulcer area, 
and that patients do not suffer afterwards from 
the vomiting due to regurgitation of bile. 

The disadvantages of pyloroplasty are that 
the incision is made through septic and ul- 
cerating tissues which may 
eral infection, that the 
through scar tissue which may contract and 
cause obstruction, that the incision is so lo- 
cated that it may become adherent to the liver 
or abdominal wall and cause interference with 
the movements of the stomach, and, finally, 
that secondary ulcers may develop along the 
suture line. 


cause local or gen- 
incision is made 


The operation of posterior gastroenteros- 
tomy for duodenal ulcer consists in an effort 
to side-track the diseased area by making an 
anastomosis between the stomach and jejunum. 
The method is applicable in practically all 
cases. It i8 easy and safe in execution because 
the tissues in the field of operation are nor- 
mal, Its effect on the stomach is both me- 
chanical and chemical. Mechanically, it per- 
mits the gastric contents to pass readily into 
the intestines, as the new opening between the 
stomach and jejunum relieves any obstruction 
that may have existed at the pylorus. Chemi- 


cally, it lowers the acidity of the gastric con- 
tents, as the stoma also permits the alkaline 


secretions of the liver and pancreas to pass 
into the stomach. Thus, gastric dilatation and 
food stagnation are cured by drainage, and the 
hyperacidity of the stomach is relieved by 
neutralization of the acid with the patient’s 
own alkali. 

The objections offered to the operation of 


gastroenterostomy are that sometimes food 
escapes too quickly from the stomach, causing 


bowel disturbances, that occasionally bile and 
pancreatic secretion enter the stomach in large 
quantities, causing nausea 


the so-called vicious circle, 


and vomiting or 
and, finally, that 
in a few cases an ulcer develops in the jejunum, 
at or near the anastomosis, du« to the irritation 
of a mucous surface which has no natural im- 
munity to the action of gastric juices. This 
complication can be made infrequent by plac- 
ing the opening at the bottom of the stomach 
so there will be no retention, and by using 
catgut instead of silk so there will be no un- 
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absorbable sutures left as a possible source of 
irritation. 

The operations of pyloroplasty and gastro- 
enterostomy each have their advantages and 
disadvantages, both have their special field of 
usefulness, and neither should be employed to 
the exclusion of the other. 

Unfortunately certain surgeons in their ad- 
vocacy of one of the two methods have been 
harsh in their criticism of the other, and 
controversial spirit has developed that has re- 
sulted in an unjust disparagement of all sur- 
gery for duodenal ulcer. 

The present trend of surgical practice is in 
favor of pyloroplasty, but, as has been previ- 
ously pointed out, the operation has only a 
limited field of application. At the Mayo 
Clinic during the year 1929, seven hundred and 
forty-six operations were done for duodenal 
ulcer, and, of these operations. a posterior gas- 
troenterostomy was performed more than twice 
as often as all other methods combined. 

Personally, I know of no operation in sur- 
gery, with the exception of partial thyroidec- 
tomy for exophthalmic goiter, that gives such 
prompt and satisfactory results as a well exe- 
cuted posterior gastroenterostomy on a prop- 
erly selected case of duodenal ulcer. Conscien- 
tious surgeons claim that the operation gives 
complete and permanent relief in 90 per cent 
of patients and admit that most of their fail- 
ures are due to faulty technique in the opera- 
tion or lack of judgment in its application. 

Dr. Wm. J. Mayo, with the cooperation of 
the New York Life Insurance Company, has 
made a follow-up study of several thousand 
patients who had been operated on for duod- 
enal ulcer, and he found that these individuals 
lived longer than the average expectancy of 
life of people at the same age who had not been 
operated on. 





AVERTIN ANESTHESIA.* 

By H. GRANT PRESTON, M. D., F. A. C. S., Harrisonburg, Va. 

The power to induce temporary but com- 
plete insensibility to the pain of surgical 
operations is one of the greatest benefactions 
to mankind. Soporific potions were apparently 
known even to primitive civilizations. The 
Assyrians are said to have strangled their 
children before circumcision, thus anesthetiz- 
ing by COs. Helen is said to have cast 
“nepenthe” into the wine of Ulysses and we 





Fag hefore the Medical Association of the Valley of Vir- 
ginia, in Harrisonburg, Va., May 29, 1930 
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read of “drowsy syrups” being used in Shakes- 
peare’s time. Opium and Indian hemp, 
“hashish” were probably known to the Egyp- 
tians and Greeks, while “mandrake” which 
contains hyoscine, was known to the Babylo- 
nians and Hebrews. Mandrake was used in sur- 
gical operations by Dioscorides, a surgeon in 
Nero’s Army. It was the most popular nar- 
cotie of the middle ages and held sway until 
the 16th century. The 18th and 19th century 
surgeons occasionally intoxicated their pa- 
tients with alcohol or opium when an opera- 
tion required a still subject. At best these 
drugs were all inefficient and few surgeons 
used them, rather relying on swiftness of 
manipulation to minimize the patient’s pain. 
Usually the patient was tied or held on a 
table, bed, or chair, and the operation per- 
formed, in some cases with such speed as to 
approach “sleight of hand.” In fact only such 
operations as were a dire necessity were un- 
dertaken at all, because of the terrifying agony 
entailed. 

In 1800, Sir Humphrey Davy, in England, 
anesthetized himself with nitrous oxide and 
suggested its used in surgical operations. Forty 
years later, Horace Wells, a dentist of Hart- 
ford, Conn., used this gas to relieve the pain 
of teeth extractions. He lost a patient while 
giving the anesthetic, however, and gave up 
his practice, later taking his own life. Wells 
reported his results to Wm. Morton, of Charl- 
ton, Mass., a friend and former partner. Mor- 
ton set about to find a safer and more reliable 
anesthetic to use in dentistry. He learned, 
through Chas. T. Jackson, a chemist of Bos- 
ton, of the anesthetic properties of ether. Af- 
ter experimenting with this drug in 1846, 
Morton gave a perfect demonstration of ether 
anesthesia at an operation performed by Dr. 
Warren in the Massachusetts General Hospital 
at Boston. Dr. Crawford W. Long, of Jeffer- 
son, Ga., gave ether for a surgical operation in 
1842. but failed to adequately publish it. Since 
this time ether has been used freely and sat- 
isfactorily, both alone and in combinations 
with such anesthetics as chloroform, nitrous 
oxide, ethylene, etc. The ideal anesthetic has 
apparently not yet been attained however, and 
efforts to improve on those which we have have 
resulted in many innovations, such as local, 
spinal, intravenous as with the barbituric acid 
derivatives, and rectal anesthesia such as ether, 
chloroform and oil mixtures. 

It is a form of rectal anesthesia with which 
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I wish to deal in this paper. Willstaetter an: 
Duisberg originated tribromethanol and Eich 
holtz introduced it into therapeutics as Aver 
tin. It has been used extensively in Europ: 
and for several years the Winthrop Chemica 
Company of New York has been supplying 
amounts to a few selected surgeons, for re 
search purposes, Day before yesterday I re 
ceived a telegram from the above manufac 
turers, stating that there have been three hun- 
dred thousand reported cases of anesthesia 
by Avertin. In this number there have been 
thirty-five deaths, twenty-four of which could 
be directly attributed to, “disregarding con- 
traindications, over-dosage and using decom- 
posed solution.” 

Avertin is a white crystalline substance 
which is soluble in water at 4 degrees centi- 
grade, up to 31% per cent. At higher tem- 
peratures, hydrobromic acid is split off with 
the formation of dibromacetaldehyde, which 
are extremely injurious to the intestines, At 
temperatures below 35 degrees C. it crystallizes 
and fails to go into solution. It must be pro- 
tected from light and air and is supplied to 
the trade in the form of a fluid, each cubic 
centimeter of which contains one milligram 
of the drug. 

Avertin is absorbed by the intestinal 
mucosa more rapidly than the water in which 
it is dissolved (Straub). It is detoxicated in 
the liver by uniting with glycuronic acid and 
is excreted almost entirely by the kidneys in 
this combination. It is non-irritating to the 
intestinal mucosa of man and no organ has 
heen injured by its repeated use. 

In large doses, respiration is slowed but 
the volume of individual inspirations is in- 
creased. The heart and blood pressure are 
practically unaffected by moderate doses but 
larger doses cause a sharp fall in blood pres- 
sure. Where needed, the usual respiratory 
stimulants, and especially CO., will relieve the 
depressed respiration while ephedrin will raise 
the blood pressure. When found advisable. 
the remaining fluid in the rectum may be 
syphoned off, thus shortening anesthesia. 

As compared to ether-chloroform and oil 
anesthesia, Avertin induces sleep much more 
rapidly and awakening takes place without 
salivation, excitement or psychic disturbances, 
while nausea is absent in the large percentage 
of cases. 

As in all general anesthetics, the safety of 
the rectal method depends upon the difference 
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between the minimal effective and the lethal 
doses. The lethal dose for man is not known, 
but in the literature doses of from 70 to 200 
mg. per kilo body weight have been used and 
it has been demonstrated that in mice this mar- 
vin of safety is great. Cachectic, dehydrated 
and debilitated patients require smaller, while 
normally developed children tolerate and _ re- 
quire relatively larger doses. The usual dose 
which is satisfactory for most patients is 100 
mg. per kilo body weight. All investigators 
agree that the chief virtue of Avertin is its 
ability to eliminate psychic shock and obviate 
the dread of ether with its pungent odor and 
often smothering and nauseating sensations. 
It is, therefore, a basal or induction anesthetic 
and under no conditions shall complete anes- 
thesia be induced by Avertin alone. While it 
is true that about 30 per cent of cases receiv- 
ing the usual dosage of 19@ mg. per kilo 
weight are sufficiently anesthetized, it is usually 
desirable to supplement Avertin with ether, 
nitrous oxide or local anesthesia. Where used 
as an adjunct to Avertin, these other anes- 
thetics are usually used in very small quanti- 
ties but are especially needed in abdominal 
and throat work. 

This anesthetic has been used in practically 
all surgical and gynecological operations and 
has been found especially indicated in those 
about the head and neck, prostate, genitalia, 
extremities including fractures, in the pres- 
ence of heart and lung complications, exoph- 
thalmic goiter, eclampsia, tetanus, meningitis, 
and psychiatry to control convulsions and un- 
ruly patients. Its greatest value is probably 
to be found in those patients who are very 
nervous and have taken ether frequently, in 
which cases the dread of the anesthetic and its 
attending nausea is often greater than the fear 
of the operation. 

Avertin is contraindicated in cases of severe 
destructive lesions of the liver, kidneys, in ad- 
vanced pulmonary tuberculosis, extreme ca- 
chexia, acidosis, and serious blood diseases. 

The pre-operative preparation of the patient 
consists of a hypnotic such as veronal or 
amytal the night before, when an ordinary 
cleansing enema is given. It is not desirable 
to give an enema the morning of the operation, 
as the fluid in the rectum tends to retard the 
absorption of Avertin, and in emergencies no 
enema is necessary. A hypodermic of scopola- 
mine and morphia should be given an hour 
before the Avertin and in our experience this 


has been a very valuable adjunct. In cases of 
dehydration, twenty-four ounces of fluid may 
be given orally, the night before. 

TECHNIQUE 

The patient is weighed just prior to opera- 
tion and the amount of Avertin to be used is 
calculated on the basis of mg. per kilo body 
weight. This is dissolved in an amount of dis- 
tilled water sufficient to make a 3 per cent 
solution and injected, by ordinary enema 
methods, into the rectum. It is desirable to 
follow a definite routine in making the solu- 
tion in order to expedite the procedure an 
avoid complications. 

The amount of sterile water necessary to 
make a 3 per cent solution is measured into an 
Ehlemeyer flask and carefully heated to 37 de- 
grees C., never below 35 degrees C. nor above 
40 degrees C. because of crystallization and 
decomposition. The required amount of Aver- 
tin fluid, 1 ¢.c. of which contains 1 mg. of the 
drug, is carefully measured by a pipette and 
slowly discharged into the flask of water, which 
should be constantly agitated. If crystalliza- 
tion takes place, the white crystals may be 
seen floating on the fluid, while if complete 
solution fails, the globule of Avertin may be 
seen in the bottom of the flask. 

With each package of Avertin, a bottle of 
1-1000 Congo-red stain is supplied. Two drops 
of this dye are placed in about 5 c.c. of the 
Avertin and sterile water mixture and pro- 
duce a clear orange red color if the solution 
is all right. If, however, the color changes 
to blue, it is an indication that the Avertin 
has broken down into the toxic hydrobromic 
acid and diabromacetaldehyde and the whole 
preparation should be discarded. In all cases 
solutions should be made up fresh and all pre- 
cautions observed. While it takes long to tell. 
the actual mixing requires very little time, af- 
ter one becomes accustomed to preparing it. 

With the ordinary enema tube in place, the 
contents of the flask are allowed to flow slowly 
into the rectum. This may be done on the pa- 
tient’s bed or on the operating table. The room 
should be darkened, quietness should be re- 
quired of all attendants and the patient should 
be disturbed as little as possible. 

In from three to five minutes the patient 
closes his eyes and goes off into normal sleep 
without any preliminary stage of excitement. 
Anesthesia lasts from one to three hours, but 
amnesia exists much longer and it is desirable 
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to keep the jaw forward throughout anesthesia 
to avoid its falling back and causing cyano- 
sis, Even in cases which react to pain at end 
of a long operation, as evidenced by flinching 
and moaning, nothing is remembered after in- 
duction of sleep. The patient generally sleeps 
quietly for three to six hours after reacting 
and much post-operative pain is avoided. Even 
when ether or nitrous oxide is used with Aver- 
tin, they are used in very small quantities and 
nausea seldom occurs. Local anesthesia some- 
times suffices to obviate the reaction to pain, 
as evidenced occasionally when the skin. 
mucous membrane or periosteum are incised. 

In obstetrics, Avertin is used in smaller doses 
in conjunction with magnesium sulphate, novo- 
cain and morphia. At the beginning of the 
first stage of labor 2 ¢.c. of a 50 per cent mag- 
nesium sulphate solution, together with novo- 
cain and morphia, is injected deeply into the 
gluteal muscles. When the cervix is completely 
(lilated and the child’s head is below the brim 
of the pelvis, from 60 to 75 mg. per kilo body 
weight is injected into the rectum, above the 
head of the child. To avoid expulsion of the 
fluid, the patient may be turned on her side 
and the anus compressed during pains. This 
procedure produces complete amnesia and does 
not materially affect the pains nor the length 
of labor. 

In our very small series of thirty-six se- 
lected cases, the results have been very gratify- 


ing. ‘There were but two failures, due to im- — 


proper solution in our first case, and to inade- 

quate dosage in the other. The latter case 

was anesthetized successfully at two subsequent 
operations, 

The ages of our cases varied from eleven 
to eighty-two years, while the operations were 
as follows: 

1 Hysterectomy. 

1 Colporrhaphy. 

T. and A. 

Amputations of leg. 

Appendectomies, one with marked heart 

lesion. 

1 Severe headaches, which had resisted large 
doses of codeine, morphia, antipyretics 
and even chloroform. Avertin caused 
marked cyanosis in this case, which was 
promptly relieved by elevating jaw and 
removing excess fluid from the rectum. 

1 Suture of bleeding tonsil. 

3 Thyroidectomies. 

2 Gall-bladder operations. 


3 
3 


Sr 
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1 Laparotomy with removal of an enormo.s 
ovarian cyst in a patient eighty-tv» 
years old. 

2 Obstetrical, one of which required versio 

3 Radical Caldwell-Luc antrum operation-. 

4 Mastoidectomies. 

1 Laparotomy and D. & C. 

3 Cystoscopies, one failure. 


1 Hemorrhoidectomy. 
Nephrectomy. 

Every patient seemed delighted with the 
anesthetic and very little nausea has been ex- 
perienced. 

Our largest dose was 116 mg. per kilo body 
weight while our average dose was about 5 c.c, 
of Avertin fluid, As each 100 e.c. of Avertin 
fluid retails for $14.00, the average cost per 
administration was 70 cents, Sixteen cases of 
the series required no supplemental anesthesia, 
fifteen required nitrous oxide, and six ether. 

Of ten cases in which the blood pressure 
was taken before, during and after reaction 
from anesthesia, two showed a sharp fall in 
both systolic and diastolic pressures. In one 
of these the pulse pressure was materially low- 
ered but in the other it was not materially af- 
fected. Eight of these ten cases showed little 
or no influence on either systolic or diastolic 
readings. The pulse rate was not materially 
affected and respiration, while slowed, was 
never a cause for alarm. 

We feel that we are justified in the further 
careful use of Avertin in selected cases, and 
are sure that, with proper precautions exerted 
by the anesthetist, it will resu!t in a great boon 
to many sufferers, its field of usefulness gradu- 
ally expanding as we become more familiar 
with its use. 





A NEW RADICAL MASTOID 
OPERATION.* 


By J. MORRISSET SMITH, M. D., Now York. 

This operation is presented as an improved 
technique for performing the radical mastoid 
operation. The diseased contents of the middle 
ear, eustachian tube, attic, antrum and mas- 
toid are thoroughly removed as in the radical 
operation, It differs from the radical by ac- 
complishing these steps without removing the 
posterior bony canal wall. Allowing this canal 
wall to remain in place makes it possible to 
avoid the post-operative radical cavity and 
flap and permits a solid post-auricular union 





*Read by invitation before the Virginia Society of Oto- 
laryngology and Ophthalmology at its annual meeting, in 
Roanoke, Va., May 3, 1930. 





tir 





he 


BX- 


ure 
ion 
in 
one fF 
yw- 
af- 
ttle 
olic 
lly 


was 


her 
and fF 
‘ted 
oon 
du- 


liar 


yved 
toid — 
Idle 
nas- 
lical 
ac: 
the 
anal 
e to 
and 
nion 











Oto- Ff 





VIRGINIA 


1930] 


or healing as obtained after a simple mastoid 


operation, the end results being similar to an 
ordinary healed O. M. P. C. 


TECHNIQUE 


The usual simple mastoid incision is made, 


starting over the centre of the mastoid tip and 
following the normal curve of the external 
ear one-quarter to one-half inch behind its at- 
tachment. The incision extends upwards just 
above the temporal ridge. The cortex is ex- 
posed with the spine of Henle, the temporal 
ridge and mastoid tip in full view. The bone 
is removed just below the temporal ridge and 
behind the spine of Henle until the mastoid 
antrum is opened. The posterior canal wall 
is not lowered unless it be necessary to re- 
move the outer part to avoid a far forward 
lateral sinus. All of the granulations and dis- 
sased bone are removed from the antrum and 
mastoid cavity as in the simple mastoid opera- 
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additus. In some instances it may be easier 
to remove the malleus through the external 
auditory canal. The posterior half of the 
membranous canal is then carefully separated 
from its bony attachment in the external audi- 
tory canal and held in place against the an- 
terior canal wall allowing the anterior mem- 
branous attachment to remain intact if pos- 


sible. This allows access to the middle ear and 
attic. Through this opening the granulations 


and debris are removed from the middle ear. 

The annulus tympanicus is then removed and 
the eustachian tube thoroughly curetted. This 
leaves the attic and the bony space extending 
posteriorly into the additus to be cared for. 
Free access may be had to this space in the 
roof of the middle ear by partially removing 
the external wall of the attic. This 
sponds to the rim of bone forming the attach- 
ment of the upper part of the annulus tym- 


corre- 

















Left temporal bone showing the open canals of horizontal 
and vertical course of the facial nerve, three semi-circular canals, 
oval and round windows and the tensor tympani muscle. 


tion. In the average chronic case there are 
few if any mastoid cells present; however, the 
‘avity is cleansed to healthy plate or bone re- 
gardless of the extent. 

The additus is now enlarged by removing 
a small portion of the inner part of the bridge 
just external to the incus and horizontal semi- 
circular canal. If this opening is made too 
large it may interfere with the granulations 
filling in the posterior wound. The remnants 
of the ossicles may be removed through the 


panicus or the bony rim on each side of the 
Ravinin fissure. The removal of this bone to- 
gether with the contents of the middle ear must 
be carefully performed, since the floor of the 
cavity at the time of the operation is repre- 
sented by the internal wall of the middle ear. 
The facial nerve, crossing the inner wall 
through the fallopian canal, is covered by a 
very thin layer of bone; pressure on its wall 
will result in facial paralysis, An accurate 
knowledge of the anatomy is necessary to avoid 
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the removal of the stapes or injury to the 
labyrinth. Care must also be taken to leave 
a firm posterior bony canal wall; necrosis may 
result if too much of it is removed. 

The operation at this point is represented 
by a clean middle ear, attic, antrum and mas- 
toid cavity with the posterior canal wall in its 
normal position. The membranous canal is 
now restored as nearly as possible to its origi- 
nal position in the external auditory canal and 
packed in place with vaseline gauze. A ciga- 
rette drain is inserted directly into the mas- 
toid antrum behind and the mastoid wound 
closed above and below with clips. 

Arrer Trea tMENT 

The subsequent mastoid dressings are iden- 
tical to those following the simple mastoid 
operation, The clips are removed the third 
day. the wound cleansed and the cigarette 
drain replaced. It is then dressed every day 
or every second day until healed. The reac- 
tion and discharge following the acute cases 
are usually absent, and clean granulations fill 
in the bony cavity with complete healing of 
the wound in three to four weeks. The canal 
packing is allowed to remain in place three 
days. It is then removed, the canal and mid- 
dle ear cleansed and the packing replaced 
daily for eight to ten days; after this the pack- 
ing is discontinued and boric irrigation used 
three times a day, followed by alcohol drops. 

There is a tendency for granulations to form 
in the middle ear, especially on the bare bone 
at the bottom of the bridge and external attic 
wall. They may be removed with a sharp 
ring curet or a small aural biting forceps 
after the insertion of a pledget of 10 per cent 
cocaine solution. It is absolutely essential to 
have the internal wall dermatize without 
granulation tissue. - It is, therefore, necessary 
to have the middle ear and mastoid wound 
free from blood when the original packing is 
inserted at the close of the operation, Time 
should also be taken to remove the blood col- 
lecting in these cavities following the first 
three or four dressings. This insures the best 
hearing results. About six weeks are required 
for dermatization of the canal and middle ear. 
Daily dressings are necessary to obtain the best 
results. 

Conrra-Inpications 

It is contra-indicated when there is an ab- 

normally small and deep external auditory 
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canal; a normal sized canal is needed to pr: 
erly carry out the after-treatment. It is a so 
contraindicated where there is a very far for- 
ward lateral sinus, an extensive necrosis of ‘he 
posterior canal wall, a facial paralysis, 
symptoms of internal ear or other intracran al 
complications. A complete radical mastoii 
operation is indicated in these cases. 

From the writer’s point of view it is not 
possible to employ any one type of operatio 
in all cases of chronic mastoiditis. It is iy 
custom to let the degree of necrosis in the in- 
dividual case dictate the type of operation to 
be employed. I do not hesitate to perform a 
complete simple, a new radical, or a complete 
radical operation, depending upon the one | 
feel will vield the best results. 


= 


ADVANTAGES 

The decided advantages of this procedure 
over the radical operation are due to the re- 
moval of the diseased contents of the middle 
ear and attic without disturbing the posterior 
bony canal wall. Allowing the posterior wall 
to remain in its normal position avoids the 
post-operative radical cavity and plastic flap. 
It is easier to keep the internal wall of the 
middle ear free from granulations after the 
operation. The subsequent hearing is largely 
dependent upon this one factor in any opera- 
tion requiring the removal of the ossicles. 

The exenteration of the diseased tissue of 
the middle ear and mastoid is practically as 
complete as that following the radical opera- 
tion with the exception of the remoyal of the 
posterior bony canal wall. 

The normal tubular external auditory canal 
remains to collect and convey the sounds di- 
rectly to the internal wall of the middle ear. 
Finally, there is the advantage of avoiding 
the years of after-care and treatment necessi- 
tated by the radical operation. 


123 East Fifty-third Street. 





PATHOLOGIC LAUGHING AND CRYING.* 


By WALTER FREEMAN, M. D., Washington, D. C. 
St. Elizabeth’s Hospital. 


Inappropriate and unmotivated laughter or 
crying is a common phenomenon in many men- 
tal disorders both slight and grave, but it is 
not as such pathologic, because it is in normal 
accord with the feeling-tone of the individual 
at the moment. When I speak, therefore, of 
pathologic laughing and crying, I refer to the 





*Read hefore the Academy of Medicine, May 27, 1930. 
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expression of the emotions that is altogether 
out of proportion net only with the stimulus 
that caused it, but also the actual feeling-tone 
of the patient at the moment. Such patients 
cannot help laughing and crying. The French 
speak of it as rire et pleurer spasmodique, and 
the Germans as Zwangslachen und Ziwangs- 
weinen, indicating the irresistible and auto- 
matic character of the act. Such a condition 
is due to organic disease of the brain and 
usually indicates multiple lesions, so that it 
is often of rather ominous significance. 

The condition seldom tends to pass away. 
There is a patient at St. Elizabeth’s Hospital 
who walks spastically about the grounds and 
either passes you with averted eyes or greets 
you with a sonorous nasal “Hello.” If you 
stop him and look into his face he bursts into 
a roar of laughter that shakes him to the toes. 
crimsons his face and continues to weakness 
and cyanosis. A long gasp for breath and a 
new guffaw brings tears to his eyes and amuse- 
ment or pain to the beholder’s. As the parox- 
ysm wears off he is able to tell you in a deep 
nasal guttural yoice that he is not at all happy 
about it and does not want to laugh, but that 
the outburst is entirely automatic and out of 
control. He has been the same way for twenty 
years, following strokes that paralyzed now 
his right side, now his left. Physical exami- 
nation discloses indications of mild hemi- 
plegia affecting both sides; and the face in 
particular is restricted in voluntary move- 
ments. 

The other patient is an older man who has 
also had a series of strokes of mild charac.er 
that have left him somewhat affected mentally, 
and have resulted in some spasticity with 
pseudobulbar palsy. In him the emotional 
outbursts take the form of weeping which he 
is only partly able to control in spite of the 
utmost effort put into maintaining the com- 
posure of his face. He is afraid to speak, since 
if he utters more than a few words he is over- 
come by an irresistible automatic contortion 
of the face, with crying, that altogether pre- 
vents him from continuing the conversation. 
It may take a minute or more for his com- 
posure to return. 

These two patients, then, are overcome at 
times by an automatic and irresistible emo- 
tional display, released by a hair-trigger me- 
chanism, explosive in its violence, stereotyped, 
and having little or no relationship with the 
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exciting stimulus. They raise the interesting 
question as to why lesions of more or less 
similar character (infarcts) should provoke in 
one patient gales of laughter and in the other 
paroxysms of weeping. It may be stated here 
that the pattern of reaction is apt to remain 
constant over long periods of time, although 
sometimes a single individual will show both 
laughing and crying, one giving way to the 
other. Young individuals are more apt to 
show pathologic laughing and older ones to 
show pathologic crying. Possibly the light- 
heartedness of youth and the general depres- 
sion of old age makes for the difference, but, 
as I indicated before, the laughing patients 
are not happy and the weeping ones not sad. 
The lesions of the diseases of youth have a 
somewhat different distribution than the dis- 
eases of age, and since the site of the lesions 
matters much more than their nature, the ex- 
planation may be sought here. Laughing is 
seen particularly in double hemiplegia, es- 
pecially of luetic origin, but may also occur 
in cases of multiple sclerosis, cerebral trauma 
or multiple tumors, whereas weeping is more 
often associated with arteriosclerotie lesions 
in the basal ganglia and multiple infarcts in 
the subcortical white matter. Occasionally the 
symptoms may follow a single ictus, but there 
is often reason to believe that minor lesions 
are also present in the opposite hemisphere. 
To understand how focal lesions of the brain 
may produce this dissociation between volun- 
tary activity and involuntary emotional ex- 
pression, it is necessary to inquire a little into 
the physiology of the so-called facio-respira- 
tory mechanism, the best review of which is 
given in the excellent paper of Kinnier Wil- 
son.! Both the muscles of expression and those 
of respiration are under a certain degree of 
volitional control, although they normally 
function automatically, and can be moved in- 
dependently in quite a variety of ways. There 
exist, however, involuntary mechanisms with 
intermediate centers of control probably situ- 
ated in the mid-brain or inter-brain that carry 
out coordinated acts of considerable complex- 
ity in a rather stereotyped manner during 
which volitional control by the cerebral cortex 
is largely in abeyance. I need only mention 
the common mutual activity of the facial and 
respiratory mechanisms concerned in the yawn, 





1. Pathologic Laughing and Crying, Jcurnal of Neurology and 
Psychopathology, 4:299 (February), 1924. Also Chapter 12 in 
Modern Problems in Neurology, New York, 1929, Wood, pp. 
364. $6.00. 
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and the difficulty with which the facial muscu- 
lature is kept under control in trying to sup- 
press it. Yet the yawn is essentially a re- 
spiratory act, having as its purpose the filling 
of the lungs with fresh air. Other involuntary 
acts that bring into play the combined sys- 
tems are coughing, sneezing, panting, sighing. 
We are concerned more particularly with the 
activity of the facio-respiratory system in 
emotional expression. Anger. fear, rage and 
suffering are associated with disturbances in 
the expression of the face as well as by ir- 
regularity in respiration. Qur interest, how- 
ever, is centered in joy and erief, since these 
are the only ones whose pathologic expression 
is brought out by focal disease of the brain. 
Laughter consists, essentially, of tonic contrac- 
tion of the facial musculature, associated with 
a characteristic disturbance of respiration 
made up of a long-drawn inspiration followed 
by a series of clonic expirations. Sobbing, on 
the other hand, consists of a series of clonic 
inspirations and a prolonged expiration. The 
facial contortion is often not dissimilar, In- 
deed, at certain stages it is almost impossible 
to make out from their facial expression 
whether our patients are laughing or crying. 
In other emotional or mimetie expressions 
the respiratory activity shows no such char- 
acteristic disturbance, although irregularity, 
rapidity and shallowness may be present. 
Investigators in neurophysiology have dis- 
closed certain extrapyramidal centers ani 
tracts for respiratory movements that seem to 
explain the disturbances seen in the patients 
we are dealing with. Stimulation of one of 
these results in respiratory arrest ; of the other, 
in respiratory acceleration. Moreover, Gra- 
ham-Brown, upon stimulation of a small area 
in the cross section of the mid-brain, provoked 
clonic expirations with the emission of sounds 
that were “very similar to the ‘Ha, Ha, Ha, 
of the laughing chimpanzee,” and were asso- 
ciated with retraction of the corners of the 
mouth. As Wilson states: “There are corti- 
cifugal paths to facio-respiratory centers in 
the pons and medulla that are independent of 
cortico-ponto-bulbar tracts to the same nuclei: 
onexcitation they will either arerst or acceler- 
ate, i. e., interfere with normal rhythmic ac- 
tivity of the respiratory center; the available 
evidence warrants the speculation that they 
are the routes taken by emotional impulses to 
modify the facio-respiratory synkinesis in the 
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(lirection either of laughter or the reverse. 
Their exact course remains for further deter- 
mination; it is perhaps noteworthy that they 
make their way separately towards the mic- 
line, skirting the lower optic thalamus (in the 
case of one) and passing by the lower regio 
subthalamica to the tegmentum, and so to more 
caudal levels of the neuraxis.” 

It is particularly in patients who, through 
organic disease of the brain, have lost, at least 
in part, the voluntary control of the muscles 
of expression on both sides that the automatic 
or involuntary mechanims come into uncon- 
trollable play, giving rise now to laughter, now 
to crying. 

Some authors have postulated the destruc- 
tion of the thalamus in cases of pathologic 
laughing and crying, while others have been 
equally insistent upon its integrity, arguing 
that it is release of the thalamus from control 
that permits the display of these emotional 
manifestations. It wouid seem, however, that 
if concerned at all, the thalamus is merely a 
way-station, since the extrapyramidal tracts 
have been traced directly to the cortex. The 
inhibiting pathway arises in the region of the 
olfactory trigone on the under surface of the 
frontal lobe, while the exciting pathway begins 
in the sensory cortex. The tracts lie sepa- 
rated from the internal capsule, coming to- 
gether at the medial aspect of the thalamus. 

The foregoing considerations allow us to 
take up the question of the emotions in rela- 
tion to emotional expression. Some of the 
foremost psychologists of the last century be- 
lieved that emotional feeling-tone was conse- 
quent upon the bodily changes that gave it ex- 
pression.—to put it crudely, that we were 
happy because we laughed, that we were sad 
because we wept. They argued that an actor 
had only to contort his face to become sad or 
gay as the occasion demanded. Lange and 
James gave this theory an attractive form by 
postulating a hook-up with the involuntary 
nervous system, and believed that we experi- 
enced feeling-tone because of the visceral and 
other changes that went on in the body. “What 
kind of an emotion of fear would be left,” 
says James, “if the feelings neither of quick- 
ened heart-beat nor of shallow breathing, nor 
of weakened limbs, neither of goose-flesh nor 
of visceral stirrings, were present, it is quite 
impossible to think. Can one fancy a state 
of rage and picture no ebullition of it in the 
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chest, no flushing of the face, no dilatation of 
the nostrils, no clenching of the teeth, no im- 
pulse to vigorous action, but in their stead 
limp muscles, calm breathing, and a placid 
face?” 

Sherrington has punctured this rhetorical 
balloon, however, by cutting off afferent 
stimuli from the whole body, inside and out, 
behind the shoulder, and by pointing out that 
his animals still showed plenty of emotional 
reactivity. Moreover, Cannon has indicated 
that the visceral changes in emotional states 
of fear, rage, grief and pain are practically 
identical. That the emotions are not depend- 
ent upon facial expression is proven by very 
keen emotional feeling-tone without a trace of 
muscular activity in cases of bilateral facial 
paralysis. 

Probably the strongest argument against 
any so-called peripheral theory of the emo- 
tions comes from the cases with which we are 
dealing. Wilson asked one of his patients 
with multiple sclerosis whether he had any 
difficulty with his bladder. “Replying in the 
affirmative, he added that he had already 
‘ruined four pairs of trousers,’ and went off 
into an apparently interminable series of pe- 
culiar hollow laughs, which convulsed the 
whole ward as well as himself. So facile had 
the mechanism become that he would laugh 
whenever he began to speak, as though the 
stimuli of contracting muscles were sufficient 
to set it off.” Surely his situation did not 
warrant the mirth it provoked. Another of 
Wilson’s patients laughed aloud when read- 
ing the war news, and the more serious the 
news the worse his attacks were. A _ third, 
whose case was reported earlier by Beevor, 
showed, in addition to severe involuntary 
laughing, complete loss of voluntary control 
over the face so that he could not even be 
fed. “The house physician used to sit at the 
foot of the bed and yawn deliberately. Even- 
tually the patient caught the infection and 
yawned automatically, whereupon the Sister 
of the ward promptly took the chance of pop- 
ping food into his mouth.” This same patient 
visited the performance of a peripatetic quack 
who was “touring the minor music halls of 
London and claiming to cure all and sundry 
complaints by means of electricity. Diagnosed 
as hysterical by the electric ‘expert, he was 
submitted to a series of violent and painful 
electrical applications, but the more they hurt 
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the more he laughed, till at length he was 
quickly hustled off, and on his return the fol- 
lowing evening was refused admission.” 
“Giannuli’s patient walked about the hospital 
with his eyes glued on the ground; if he so 
much as raised them to meet anyone else’s gaze 
he was immediately overcome by compulsory 
laughter, which sometimes lasted four or five 
minutes, Brissaud recounts the history of a 
patient of his, an intelligent hemiplegic, who 
was told incidentally by a lady that her little 
dog was dead; in a moment the fountains of 
emotion were opened; a mournful visage was 
succeeded by tears, tears by sobs, and sobs by 
a Rabelaisian effect on his sphincters” (Wil- 
son). Brissaud tells of two patients next each 
other in the ward. One would begin erying 
and make such a fearful grimace that his com- 
panion would be set off into gales of laughter, 
whereupon the former would break out with 
an equally phenomenal roar of laughter, 
though his tears and his lachrymose physiog- 
nomy remained through it all. 

The emotional exhibition in these cases is 
out of all proportion to the exciting stimulus, 
is of alvalanche type, frequently following not 
only altogether trivial and inconsequential 
stimuli, but often being the exact reverse of 
the response that should be called forth. The 
expression usually does not correspond at all 
with the feelings of the patient. He is apt to 
be very much distressed by his unseemly mirth 
or grief, makes valiant efforts to control its 
exhibition, is embarrassed, annoyed anid 
ashamed of his weakness. Laughter of this 
type does not bring with it any feeling of 
pleasure, and the same is generally true of 
weeping, although some patients, after a pro- 
longed series of tearful howls are genuinely 
depressed on account of their distressing in- 
firmity. Usually, however, a single crying 
spell is associated with no distress. More- 
over, the exhibition is not just the shell or 
simulacrum of the normal response. Suffusion 
of the face, shaking of the sides, tears and 
exhaustion follow in the train of the avalanche 
of feeling demonstration. These patients show 
all the sypmtoms of extreme gaiety but are 
not happy, show the utmost manifestations of 
sorrow but are not sad. Emotion, therefore, 
is something utterly disconnected in these 
cases from its expression. 

We are dealing, then, with patients who for 
one reason or another have suffered some dis- 
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turbance in the volitional activity of the facio- 
respiratory mechanism, and are, therefore. 
unable to exert control over the involuntary 
activities that are normally set off by appro- 
priate stimuli. Laughing and crying then be- 
come automatic acts, set off by minimal stimuli, 
and they no longer show any harmony with 
the emotional feeling-tone of the patient. We 
may conclude, therefore, that emotional dis- 
play and emotional feeling-tone are not always 
linked to one another, which, taken in conjune- 
tion with other observations, throws out of 
consideration the validity of the Lange-James 
theory of the emotions. 


1801 7 Street, Northwest. 





ACUTE GANGRENOUS APPENDIX AND 
STRANGULATED HERNIA IN A FIVE 
WEEKS OLD BABY.* 

By HENRY J. LANGSTON, M. D., Danville, Va. 

History —On January 17, 1930, one of my 
patients went into labor spontaneously about 
five weeks before she was due. After the first 
stage of labor was at an end, I delivered a 
baby boy by Potter’s version at the Memorial 
Hospital, this city. Examination of the baby 
verified that it was not a full term child. Baby 
was measured and weighed, the weight being 
5 lbs., 12 ozs. It was then put in a premature 
jacket. 

Physical examination of the baby at the time 
of delivery revealed a moderate sized um- 
bilical hernia and an unusually large right in- 
guinal hernia. These conditions, and also the 
fact that it was a premature child, were told 
to the mother. At the end of thirty-six hours, 
patient was discharged from the Hospital. 
Both baby and mother at that time were doing 
all right. The inguinal hernia, on account of 
its large size, was shown to the mother with 
full instructions to keep me posted about it. 
On February 23rd the mother noticed that 
the baby was crying much more than usual, 
and that it was nauseated and vomiting. This 
persisted and she discovered in the late after- 
noon of the same day that there was a big 
mass in the right side that extended down into 
the right scrotum. I was called and examina- 
tion showed the right hernial sac to be filled 
with what appeared to be the intestine. By 
holding the baby up by the feet and support- 
ing the head at an oblique angle, after some 
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difficulty, the hernia was reduced. When this 
was reduced the baby ceased to cry. A very 
short time after this the same mass appeared 
on the right side. The parents did not be- 
come alarmed about the child, but gave it pare- 
goric and kept it quiet through the night, but 
it vomited several times during the night. The 
next morning when the baby nursed, it vomited 
apparently everything it had taken. The 
bowels would not move. About 5:30 P. M. I 
was called. The baby’s abdomen was greatly 
distended, and the mass that was seen the 
night before on the right lower side was very 
much larger, and was hard and firm, Baby 
was crying as if it were in intense pain. It 
had been given several enemas during the day, 
with no results. Effort was put forth to re- 
duce the hernia. This was futile. The baby 
looked as if it were going to die. It was very 
easy to observe peristalsis in the abdomen. The 
abdomen was so tight that it looked as if it 
might break at any time. Baby was greatly 
dehydrated. In the face of this very serious 
condition I advised operation, at the same time 
indicating that prognosis was very grave. Par- 
ents agreed to operation. Baby was removed 
to the Memorial Hospital or the evening of 
February 24th. At 8:30 P. M. under ether 
anesthesia, baby was operated upon. Duration 
of operation was eighteen minutes. A very 
short incision was made over the inguinal re- 
gion. The sac was opened. This was very 
thin. The intestine was firmly packed through 
the inguinal ring until it was necessary to cut 
the ring before hernia could be reduced. It 
was impossible to dissect out the sac as we 
usually do in hernia operations. This sac ex- 
tended down into the scrotum. With consid- 
erable effort parts of the small and large in- 
testines, which occupied the hernial sac, were 
gradually reduced. In reducing this it was 
discovered that the appendix had become ad- 
herent to the hernial sac and was gangrenous. 
The appendix was removed. It was impos- 
sible to dissect out the sac, so the peritoneum 
at the inguinal ring was closed by continuous 
plain sutures. The fascia was then sutured 
and the skin closed. 

In a short time after the operation baby 
ceased to vomit and it had good bowel move- 
ments. The temperature at the time baby was 
operated on was 103; pulse was so rapid that 
it was impossible to ascertain the rate of it; 
the respiration was very rapid. The day fol- 
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lowing operation the baby tock its meals regu- 
larly without vomiting; it immediately began 
to feel better; also temperature came down to 
102.2 and in the afternoon it was 99.8. At 
the end of the second day the temperature 
was 99.6; at the end of the third day tempera- 
ture ranged from 100 to 99.2: and at the end 
of the fourth day it ranged from 99.2 to 9%, 
and on the morning of the fifth day the baby 
was discharged from the Hospital with tem- 
perature of 99. This baby made an unevent- 
ful recovery from the operation and a recent 
examination indicated that the hernial ring 
was closed and apparently the hernial sac, 
which was not removed, had atrophied. The 
last examination, which was made three or 
four days ago, showed that the baby had in- 
creased in weight very markedly. the weight 
at this time being 8 lbs. It is taking plenty 
of food, sleeping well, and is perfectly com- 
fortable. 





Conclusions.—I report this case because in 
my practice it is rather unusual. IT have had 
to operate on several babies from seventeen 
months to three years old for congenital 
strangulated hernia. I had to operate on two 
babies under two years old for acute appendi- 
citis, but I have never had a combination of 
strangulated hernia and gangrenous appendix 
in any of these cases. I believe we should look 
more hopefully at such cases for a proper diag- 
nosis, and proper operation will save these 
little folks. 

There are three things of importance which 
we should make note of. The first is to give 
just as little ether as possible. It is not as 
necessary to have these little folks completely 
relaxed as it is with patients larger and older. 
The second thing is to operate early, and the 
third thing is to operate quickly. Minutes 
count in this type of condition, and the quicker 
the operation can be performed, the better. 

In this connection I would like to emphasize 
the importance of complete physical examina- 
tion of each new-born baby. Find these ab- 
normalities out and report them to the mother, 
I feel if I had not made complete examina- 
tion in this case and informed the mother as 
to what to expect, the probabilities are that 
she would have waited longer than she did to 
call a doctor, and, of course. if she had, the 
chances of saving this baby’s life would have 
heen lost. 


TEN YEARS OF PROGRESS IN 
TUBERCULOSIS. 

By WYNDHAM B. BLANTON, M. D., Richmond, Va. 

Ever since tuberculosis was recognized as a 
preventable disease, tremendous efforts have 
been put into the national anti-tuberculosis 
fight. No disease, not excepting cancer, has 
so aroused the public. Specialists, endowed 
institutions, the National Association, the 
State, present a formidable array of agents 
whom we have called upon to stamp out the 
white plague. This ceaseless campaign is being 
waged not without some noise and propaganda, 
but the statement is cheering that in the last 
decade the mortality in the registration area 
of the United States has been reduced from 
130 to 80 per 100,000. The question naturally 
arises, to what has this notable reduction in 
mortality been due? Have we made a corre- 
sponding advance in our understanding of the 
disease and in our phthisiotherapy or is the 
gain entirely along the line of prophylaxis? 
The answer is that in the field of tuberculosis 
some very worthwhile things have been accom- 
plished in the last ten years. To take stock 
is well worthwhile. 


BacrertoLocy 

The tubercle bacillus was identified and its 
etiological connection with consumption es- 
tablished in the very dawn of bacteriology 
—Koch, 1882. Its peculiar staining qualities 
were immediately recognized and the value of 
sputum examination’ was quickly accepted by 
everyone, not excepting the laity. Trudeau 
in the early years was literally overrun with 
sputa that came to him with every mail, so 
confident was everyone in the accuracy of a 
bacteriological examination. Anyone with 
symptoms or with just a dread of this disease 
spat in a bottle, sent it to Trudeau and awaited 
the result with resignation. Most of us thought 
that everything that was worthwhile was 
known about the tubercle bacillus. Not so. 
Within the last few years a prodigious amount 
of research has centered about this organism. 
Within the last eighteen months more than 
twenty-three articles ‘have appeared in the 
American Review of Tuberculosis alone, on 
the bacteriology of tuberculosis. Much light 
has been thrown upon culture methods, the 
chemical constituents of the bacillus, the na- 
ture of its granules and the possible filter- 


ability of this organism.! Two outstanding 


contributions have been made, It has been 
fairly well established that the tubercle bacillus 
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can be dissociated into two types. The so-called 
R type appears in rough colonies on suitable 
culture media and is non-virulent, The S type 
presents smooth colonies and is virulent. At- 
tenuation of a strain by long artificial culti- 
vation tends to produce more of the R types. 
Repeated animal passage tends to a predomi- 
nance of the S type. It has been shown that 
under suitable conditions these types may be 
converted into one another. Petroff and his 
collaboraters have been largely responsible for 
this work.? 

The other bacteriological advance has been 
in the prophylactic possibilities of Calmette’s 
BCG vaccine. This is an avirulent strain. of 
tubercle bacillus, recovered a number of years 
ago from a heifer, and is said to be incapable 
now of producing tubercles. Living cultures 
of this organism are fed to infants, preferably 
within the first ten days of life. This methoil 
of preventing tuberculosis has been widely 
practiced on the continent. Within the last 
five years, a hundred and thirty-two thousand 
children have been vaccinated in France, and 
recently eight thousand in Bucharest, without 
harmful results. The results are expressed in 
Calmette’s own words “Mortality from all 
causes among the non-vaccinated children 
(birth to four years) was 21.4 per cent (of 
which 15.9 per cent were tuberculous) whiie 
the mortality from all causes among the vac- 
cinated children was 11.8 per cent (of which 
3.4 per cent were tuberculous). These figures 
were obtained from 2,368 vaccinated and 4,854 
non-vaccinated children from one to four 
years, all born and brought up in tuberculous 
surroundings.”* Petroff and others have vio- 
lently attacked Calmette’s procedure as dang- 
erous and his results as unconvincing. 


ResEaRcH 


An extraordinary amount of research has, of 
course, been carried on in tuberculosis in the 
last ten years, The group research work spon- 
sored by the National Tuberculosis Associa- 
tion has taken as its work the tissue reactions 
to the tubercle bacillus, A good deal of work 
has been done on the reaction of the blood and 
it has been pretty definitely shown that a 
monocyte increase and lymphocyte decrease is 
characteristeric of this disease. ‘The monocyte- 
lymphocyte ratio is possibly the index of re- 
sistance in tuberculosis. Finally, the work of 
the Rockefeller Institute in testing the tissue 
reactions of the fractions of the tubercle bacil- 
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lus have been in line with the new chemical 
studies of this organism. It has been definitely 
shown that the lipoids when injected produce 
tubercles which cannot be discriminated from 
actual tuberculosis.* 


X-Ray anp Eanrty Dracnosis 


Interest in tuberculosis has centered for a 
long time in early diagnosis. This has been 
the cry of the specialists and full timers in 
this field. There was a time when the pul- 
monary apices were stressed in the search, to 
the practical exclusion of the rest of the lung. 
We were told that incipient tuberculosis (the 
earliest manifestation of the disease) was to be 
looked for here. An impressive array of diag- 
nostic physical signs was evolved. The phthi- 
siologist chatted glibly of Krénig’s isthmus. 
lagging supraclavicular fossae, asymmetry, fine 
shades of dullness, harsh breathing, delicate 
changes in voice sounds, and faint crepitations. 
As Krause says “For a while there were some 
pretty flashy, as well as some ponderous repu- 
tations, built on a rather uncanny knack of 
making consumptives out of mortals who 
breathed over-harshly out of a patch with an 
impaired (to the examiner’s ear) note at the 
top of the lung.” The X-ray was disparaged, 
the claim being made that audible apical rales 
chronologically preceded roentgenologically de- 
monstrated pulmonary lesions. Of late, how- 
ever, these dogmas in regard to the apex have 
been rudely shattered by Assmann,°, Redeker,’ 
and others. It has been shown by these work- 
ers that the initial tuberculous localization is 
subapical or infraclavicular. In 1926, Assmann 
presented an impressive series of cases (chiefly 
physicians, medical students, laboratory work- 
ers, nurses) to show that the earliest lesion of 
so-called incipient tuberculosis was not at the 
apex but below the clavicle. Since that time 
the experts have steadily lost interest in the 
apex, which is now regarded as the site of old 
fibrous changes and cavities, but never the 
locus of an active process from which progres- 
sive disease advances, Subapical tuberculosis, 
on the contrary, represents the initial localiza- 
tion. There, in the adult, the disease begins 
as a small area of tuberculous bronchopneu- 
monia (an exudative parenchymatous lesion). 
This lesion may heal spontaneously or it may 
caseate, break down into cavities or become 
fibrous. The adult suffering from this early 





*Personal communication of Florence R. Sabin to Dr. S. A. 
Knopf. 
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type of tuberculosis has few symptoms and 
often no signs. The symptoms may be only 
mild cough, recent loss of weight, slight tem- 
perature and fatiguability, often insufficient 
to cause’the patient to seek advice. Physical 
examination is incapable of establishing diag- 
nosis in the early stage, and unless there is 
hemorrhage or positive sputum, the only cer- 
tain method of diagnosis is the X-ray. This 
has been one of the outstanding achievements 
of the last ten years. Webb’ has recently 
made the statement that early tuberculosis can 
only be diagnosed by the X-ray and that when 
pleurisy, rales and hemoptysis occur we are 
dealing with a late and often advanced lesion. 
No examination of the lungs is complete with- 
out the use of the X-ray. We accept the state- 
ment of childhood implantation in the major- 
ity of human beings, yet few of us have seen 
or recognized clinically the phenomena asso- 
ciated with this implantation. We speak 
knowingly of calcified glands and foci as in- 
dicative of earlier infections though we possess 
few criteria which enable us to point with cer- 
tainty to the time when these infections oc- 
curred. The indispositions of infancy, the 
numerous unexplained attacks of pyrexia in 
childhood are set down to teething, colds, 
grippe, but are more probably the clinical 
phenomena associated with the first engrafting 
of the tubercle bacilli in the child’s lungs. 

Our conception of juvenile tuberculosis* or 
the hilum type of the disease is entirely an 
outgrowth of the X-ray. Without the X-ray 
we would know nothing of this interesting type 
of the disease, as it gives no physical signs. 
It would take us too far afield to describe the 
pathogenesis of this important lesion. Enough 
to say that there is an initial parenchymal 
focus, a triangular area of drainage toward 
the tracheobronchial lymph nodes and a subse- 
quent enlargement of these nodes. The X-ray 
may disclose the primary pulmonary nodule 
or only the enlarged tracheobronchial nodes 
but, after all, it is important to remember that 
the X-ray diagnosis of juvenile pulmonary 
tuberculosis rests, not on the demonstration 
of these enlarged glands but on the presence 
of calcification in these glands. 

In speaking of the advance of X-ray tech- 
nique and of its contribution to the under- 
standing of pulmonary pathology, it should be 
remembered that the X-ray should never be 
allowed to become a substitute for a careful 
history and a painstaking physical examina- 


tion. It is invaluable in determining the posi- 
tion, extent and type of a lesion. In early 
and in juvenile tuberculosis it is the only diag- 
nostic method of worth at our disposal. 


Rest 


A better understanding of the regimen of 
regulated rest and exercise has come about in 
the period under consideration, Miller® in a 
recent extended article emphasizes the necessity 
for these essential features of treatment. 
When balanced with climate they are of far 
greater value. They may be instituted in any 
climate. A good climate makes the open air 
enjoyable and beneficial, but is not essential. 
Belief in the value of graduated exercise and 
of protracting the rest as long as possible has 
grown. Changes in physical signs are no 
longer considered safe guides to discontinuance 
of rest. Improvement in symptoms and X-ray 
evidence of healing are chiefly relied upon. In 
stressing the necessity for rest, Webb has ad- 
vocated enforced. lateral decubitus and the use 
of shot bags over the apices. 

The external immobilization of the lung has 
called forth a great variety of apparatus which 
is now upon the market. Knopf has described 
a type of slow, diaphragmatic breathing which 
is designed to rest the upper lobes. The great- 
est achievement in this field during the last 
decade has been made in the surgical pro- 
cedures that have been developed to secure 
pulmonary immobilization. |Pneumothorax, 
the first and most useful of these, of course 
dates back to the time of Forlanini,!® but since 
Ascoli,” 1912, led the way, we have learned 
that bilateral compression instead of being con- 
traindicated is often a procedure of value; that 
bilateral disease does prevent collapse of the 
contralateral side, and finally, that low pres- 
sure, rather than high pressure pneumothorax 
is preferable. Pneumothorax has made prog- 
ress in the last ten years with a better under- 
standing of its uses and limitations, but the 
greatest advance has come in the newer pul- 
monary surgery. Procedures which ten years 
ago were regarded as too dangerous to recom- 
mend have established themselves as a neces- 
sary part in our fight against this disease. 
Phrenectomy, thorocotomy, externalization of 
the lung, cauterization, lobectomy, have all be- 
come procedures of value to the tuberculous in 
the hands of those skilled in thoracic surgery. 
The ‘high mortality which still attends surgery 
of this type is a serious deterrent in the aver- 
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age case. The surgeon maintains that the 


technique of thoracic surgery has been per- 
fected and side-steps the high mortalities by 
declaring that cases must be more carefully 
selected. The type of case which is said to be 
suitable for thoracic surgery is the extensive, 
long standing, unilateral lesion of the fibro- 
caseous, ulcerated type, with X-ray and clini- 
val evidence of the development of connective 
tissue and retraction. Undoubtedly, thoracic 
surgery in the best hands is doing much to 
salvage human health, but the price in human 
lives is still heavy. 
Dier 

Formerly we were told to feed the tuber- 
culous with little regard to what or how. 
Quarts of milk and dozens of eggs were poured 
into them. They were stuffed like the Strass- 
burg goose, but instead of curing his lungs we 
often succeeded in upsetting his stomach. It 
was quite natural that a reaction should come. 
Within the last ten years significant changes 
have been wrought in our ideas of diet for the 
tuberculous. We are now concerned more with 
qualitative than with quantitative factors. 
Our new dietary ideas have come out of Ger- 
many. They are chiefly based on the work 
of Gerson.” This worker has reminded the 
profession that proper nutrition plays an im- 
portant part in the defense mechanism of the 
body against infection. The most powerful 
weapon in the fight against tuberculosis is the 
physical and dietary management of the dis- 
ease. Gerson bases his diet on several known 
facts; first the elevation of the basal metabolic 
rate in tuberculosis—often as high as &6 per 
cent; second, the demineralization of the body 
that is associated with this disease (as pointed 
out by Robin) ; third, the empirical knowledge 
that sodium chloride is rapidly excreted in tu- 
berculosis and when taken in excess appears 
to be injurious. 

The ideal diet for the tuberculous is rich in 
protein, fat, vitamins, and minerals, poor in 
varbohydrates and sodium chloride. Gerson 
prohibits common salt, conserves, salt fish and 
meat, vinegar and bouillon cubes. He advises 
moderation in fresh meats, alcohol and tea and 
coffee. He recommends in large quantities 
milk, salt-free butter, fruits, salads, and vege- 
tables. He advises that the total coloric value 
of the diet range between 45 and 50 calories 
per kilo. The best results from this type of 
diet are obtained in skin and bone tuberculosis, 


MEDICAL 


MONTHLY [ October, 
but in pulmonary tuberculosis improvement is 
noted in weight, fever, pulse, and sputum. 


InrestinaL TUBERCULOSIS 

The early diagnosis and treatment of intes- 
tinal tuberculosis is thought by some to con- 
stitute one of our real advances in the last 
decade. Attention has been directed to this 
by Lawrason Brown™ and his co-workers. 
They point out that tuberculous enteritis gives 
characteristic X-ray findings and that the early 
diagnosis cannot be made certainly without 
the use of the X-ray. Erickson,’* in a study 
of one hundred cases of intestinal tuberculo- 
sis complicating pulmonary tuberculosis, 
showed that this complication usually occurs 
early (within the first three years), that a 
history of previous intestinal symptoms was 
present in 58 per cent of the cases and that 
the symptoms of this complication in the or- 
der of their frequency were abdominal pain 
(71 per cent), nausea (66 per cent), and gen- 
eral digestive disturbance (47 per cent). This 
author has also reported on the very effec- 
tive use of ultraviolet light in the treatment, 
the great majority of patients becoming symp- 
tom-free in one to three months. The early 
diagnosis of intestinal tuberculosis, like the 
early diagnosis of pulmonary tuberculosis, is 
difficult. As a late complication it is well 
known, being found in 75 per cent of autopsies 
on the tuberculous. In the light of Brown's 
work it should be looked for in the early stages 
of the disease, the only period when success- 
ful treatment can be instituted. 


CuitpHoop ProrpHyLaxis AND PREVENTORIA 

Tuberculosis is in the vast majority of cases 
the result of a childhood implantation. Adult 
tuberculosis arises from a reawakening of this 
initial focus or perhaps occasionally, as Opie 
believes, from a reinfection from without. 
Opie’s beliefs are founded upon the frequency 
with which he finds living tubercle bacilli at 
autopsy in the apex of clinically healed tu- 
berculosis. Infants infected with tubercle 
bacilli during the first year usually die. After 
this, the size of the dose and the resistance of 
the patient determine the issue. If the dose 
is small or not repeated too frequently (re- 
peated small doses amount in the end to an 
overwhelming large dose) the child’s chance 
of survival is a matter of his immunity, which 
is in turn largely controlled by his environ- 
ment. The problem of childhood prophylaxis 
against tuberculosis, therefore, is one of mini- 








1930] 


mizing the dose, preventing repeated doses, 
and building immunity by food, fresh air, rest 
and hygiene. These conceptions, arising 
largely during the last decade, have expanded 
into a widespread program of prophylaxis, 
and have resulted in the establishment of 
numerous preventoria. The program of these 
institutions is exemplified in the Ramsey 
County (Minn.)'® Preventorium. Here chil- 
dren are accepted between the ages of five and 
twelve. They must have been exposed to tu- 
berculosis, exhibit positive tuberculin reactions, 
and appear generally below par. Once ac- 
cepted into the preventorium, they sleep and 
play in the open air. Their activities are 
supervised to prevent the harmful effects of 
fatigue, non-tuberculous foci of infection are 
eradicated, carefully balanced diets are pro- 
vided, and open air schooling is given. When 
the children are finally dismissed, a careful 
follow-up system keeps in touch with them. 
Of two hundred and twenty-three children who 
have been through this preventorium since 
1915, only two have come down with active 
tuberculosis. The last ten years has brought 
no more significant advance in the field of tu- 
berculosis than this prophylactic work among 
children. 
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A SECOND BUT DIFFERENT TYPE OF 
CARCINOMA DEVELOPING IN THE 
SAME UTERUS.* 

By W. BANKS HUFF, A. B., B. S., M. D., Roanoke, Va. 

It is the purpose of this article to describe 
two cancers of the same uterus entirely dis- 
tinct, occurring within a period of two years. 
The original growth in the cervix was a 
squamous cell epithelioma. Later an adeno- 
carcinoma developed in the body of the uterus. 
It is extremely rare to see this combination. 
Murray! described a case in which both types 
co-existed in a uterus. Cases of these two types 
occurring in the body of the uterus have been 
reported by Kaufmann? Emanuel* and Hof- 
meier. In view of the undoubted rarity of this 
combination, it is considered worth while to 
add the following case to those already on 
record. 


Reprort oF Case 

History—Mrs. M. D., age fifty-one years, 
consulted me February 16, 1927. She com- 
plained of uterine bleeding of very offensive 
odor. Menopause one year ago. Tor five 
months she has had a leukorrheal discharge 
which has gradually become watery, and for 
two months has been blood stained. 

No history of cancer in the family. 

Has had six children all living and well. 

General health has always been good. No 
serious illnesses or operations. 

Examination.—February 16, 1927. Tem- 
perature 98.6. Pulse 76. Respiration 20, 
Blood Pressure 160/90. Patient is a well 
nourished white woman and shows no evidence 
of having lost weight. Examination entirely 
negative except for the pelvic findings. On 





*Read before the Southwestern Virginia Medical Society at 
its meeting held in Radford, March 24-25, 1930. 
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bimanual examination cervix enlarged and in- 
durated; bleeds easily. Uterus normal in size. 
Fallopian tubes normal, Ovaries not palpable. 

February 22nd. Patient was admitted to the 
hospital for a more complete investigation. 

Blood Wassermann negative. 

A diagnosis of epidermoid or squamous cell 
carcinoma, grade 3, was made from a section 
taken from the cervix. There are seen solid 
masses of epithelial cells showing very little 
differentiation. (Fig. 1). Growth intra-cer- 
vical; parametria clear. 





Fig. 1. 


Photomicrograph of squamous cell carcinoma of cervix— 
grade ¥ 


February 23rd. Patient was given 2,500 
milligram hours’ radiation in and on the cer- 
Vix. 

Subsequent Progress —F¥or various reasons 
the patient could not easily come to the hos- 
pital for observation. Examination made three 
months from the time of the radium therapy 
found the cervix somewhat firm but not en- 
larged. The bleeding was checked entirely for 
over a year. Patient did not return until De- 
cember, 1928. She gave a history of bleeding 
for about three weeks, but had noticed a small 
amount four months previously. She was 
again admitted to the hospital and under 
nitrous-oxide anesthesia scrapings were taken 
from the uterus. Examination of these showed 
adeno-carcinoma of high grade malignancy. 

Remarks on Treatment.—While it is some- 
times possible to clear a condition of this na- 


MONTHLY | October, 
ture by the use of radium, operation is a much 
surer and safer method. A panhysterectomy 
was advised. The danger of using radium in 
these cases is that sometimes the cancer grows 
far into the uterine wall and when used there 
may be a slough and an opening into the peri- 
toneal cavity. This would cause a fatal peri- 
tonitis, Radium is valuable, however, in in- 
operable cases. 

Operation—A panhysterectomy was 
formed on January 3, 1929. Peritoneum nor- 
mal. No nodules found in the broad ligaments, 


per- 


or metastasis to the ovaries or the liver. The 
uterus was about normal in size. Fallopian 


tubes appeared normal. Both ovaries small. 

Convalescence uneventful, patient leaving 
the hospital on the twentieth day following 
the operation. 

Pathological Findings.— 

Gross: Uterus measured 8 cms. in length. 

Sagittal section shows the cancerous area 
along the mucosa distinctly raised and irregu- 
lar. There are sprout-like vegetations espe- 
cially near the growing margin. (Fig. 2). 


Fig. 2.—Sagittal section of uterus showing adeno-carcinoma. 


Fallopian tubes normal. 
Ovaries small and atrophic. 


Microscopic: Section taken through the 
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uterus including the endometrium shows 
adeno-carcinoma invading the uterine wall of 
high grade malignancy—grade 3. There is a 
marked increase in glandular epithelium, show- 
ing irregular distribution. The cells are en- 
larged. Stroma shows infiltration of leuko- 
eytes and round cells. (Figs. 3 and 4). 





Low power phctomicrograph of adeno-carcinoma of body 
of uterus—-grade 3. 


Fig. 3. 





~ 


Fig. 4.—High-power view of Fig. 3, showing highly 
malignant cells. 


Fallopian tubes show slight inflammatory 
reaction. No evidence of malignancy. 

Ovaries atrophic. No evidence of malig- 
nancy. 
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Section through cervix at level of internal 
os shows normal cervical tissue, absence of 
racemose glands. No evidence of squamous 
carcinoma that existed less than two years be- 
fore. 

Progress —Patient has had six high voltage 
X-ray treatments since the operation. Exami- 
nation made January, 1930, shows no evidence 
of any malignant implant. Patient appears 
to be in excellent health. 

Comment.—The case reported by Murray 
is very similar to that described in this ar- 
ticle except that radium was not used in the 
cervix. His patient was a nullipara aged fifty- 
three years. Menopause eighteen months 
previously. Foul blood stained discharge for 
four months. Uterus was enlarged and there 
was found a nodule on the cervix thought to 
be a small retention cyst. A panhysterectomy 
was done. The specimen showed two different 
types of growth: (1) A fungating growth in 
the corpus; and (2) A dense infiltration ex- 
tending from the external os upwards for two 
and one-half inches. Above is an adeno-carci- 
noma typical of that in the body, while lower 
down is the usual squamous cell carcinoma. It 
was concluded that the nodule on the cervix 
was obviously an area of squamous cell carci- 
noma not yet broken down. 

There has been some difference of opinion 
in the interpretation of the cases reported by 
Kaufmann, Emanuel and Hofmeier. Frank! 
states that the cases reported by them are 
adeno-carcinomata which exhibited extensive 
flat cell metaplasia of the tumor cells, Frank® 
also states that up to 1922 no case of double 
squamous and adeno-carcinma had been re- 
corded. 

Conclusions.—It seems perfectly possible for 
the development of an entirely distinct cancer 
in the body of the uterus to precede, follow, or 
co-exist with a cancer of the cervix. It seems 
reasonable to conclude that the case mentioned 
in this article was one in which the adeno- 
carcinoma of the body of the uterus developed 
after the cervix cancer. In either event the 
condition is very rare. It is not very uncom- 
mon to see two cancers, such as breast and 
uterus in one person, but to see two different 
ones of different types is extremely rare. 

Summary.—Three points of importance are 
brought out in the above case: 

First: That two distinct types of cancer may 
develop in the same uterus. 





454 VIRGINIA 
Second: That one type may be cured by 
radium before the other develops. 
Third: That it affords additional evidence 


that radium is the treatment of choice for the 
vast majority of cervix cancers. 
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DISCUSSION, 

Dr. KENNETH D. GRAvES, Roanoke, Va.: I have 
found Dr. Huff’s paper extremely interesting. In 
going over the records of the Lewis-Gale Hospital 
since 1919, I do not find a single case similar to the 
one described by him. These cases are extremely 
rare. 

Cancer of the cervix arises either from the cor- 
nified epithelium resembing the epithelium of the 
vagina; from the thickened epithelium covering an 
eroded area; or, from the columnar epithelium deeper 
in towards the os. The cornified epithelium struc- 
tures give a cancer containing typical perles or nests 
of cornified epithelium, while the squamous epithe 
lium of the columnar type does not produce these 
whorls. 

It is practically never observed that a squamous 
cell cancer extends beyond the internal os of the 
cervix to invade the fundus of the uterus, either 
by direct continuity of growth, or by metastasis. 
If there is a spread of the cancer it is carried by 
the lymphatics forward to the bladder, backward 
through the ilio-sacral ligaments to the rectum and 
downward into the vagina. On the other hand, 
spread of cancer of the body of the uterus usually 
involves only the parametrium locally and then ex- 
tends to the other organs of the body. 

I have been over Dr. Huff's sections of the cancer 
of the fundus of the uterus and thoroughly agree 
with him that they show adeno-carcinoma. 


Dr. CHARLES LuUcAs, Roanoke, Va.: The case just 
reported by Dr. Huff has been most interesting. It 
is without doubt extremely rare to observe two can- 
cers of different types occurring in the same uterus. 
Radium is the outstanding treatment for cervix can- 
cers and I shall say a few words on the use of 
radium. The superiority of radiotherapy over 
operative procedure has become so universally ac- 
cepted that arguments championing it are unneces- 
sary. The results in the large clinics where radium 
and deep X-ray alone are used, have proven superior 
to massive cauterization, Percy’s cooking technique 
with the hot soldering iron, and to the drastic 
Wertheim operation with its primary mortality of 
20 to 50%. ‘There should be no primary mortality 
in the application of radium, and when applied in- 
telligently it offers the best prognosis, causes a 
shorter hospitalization, and eliminates much suf: 
fering. 
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The technique of treatment is rapidly approaching 
standardization. However, there are those who still 
cling to their own modifications, believing theirs to 
be the only method. Statistics as to methods prove 
nothing, because the personal equation is not a con- 
stant, and, regerdless of the honesty of an individ- 
ual, a pet technique looms paramount to all others 
and statistics vary accordingly. The degree of in- 
volvement of cancer of the cervix may be divided 
into four hypothetical stages: Early, when the dis- 
ease is limited to the portio vaginalis; Borderline, 
when it has involved the adjacent vaginal wall; 
Advanced, when it has invaded the broad ligaments; 
and the “Frozen Pelvis,” when there is a fixation of 
the organs with massive invasion. 

Treatment is indicated only in the first three cases. 

Biopsy should be performed as early as possible, 
as this assists in prognosis and indicates the proper 
dosage. The grading as to malignancy and as to 
radiosensitivity, are for all practical purposes identi- 
cal. Each depends upon the amount of anaplasia. 
The more adult characteristics the cells have, i. e., 
squamous formation, large nuclei, scarcity of chro- 
matin, absence of prickle cells, tendency to pearl 
formation, etc., the less malignant and the less radio- 
sensitive. While the greater the lack of differentia- 
tion or the loss of normal structure, the more malig- 
nant and the more radiosensitive the tumor is. 

Some authorities divide carcinoma of the cervix 
into three, others four grades, depending entirely 
upon their degree of differentiation. But it is easier 
to omit the lines of demarcation and to think of 
an individuai case as lying somewhere between the 
least malignant adult type and the most malignant 
embryonal type and to recognize the fact that grades 
I, II, III, and IV, or adult, plexiform, anaplastic 
and embryonal are not distinct types, but an effort 
to group similar degrees of malignancy. The above 
grading applies only to the squamous cell type as 
the other type occurring in this location, adeno-car- 
cinoma arising from the mucus secreting glands, 
comprises less than 5%. In the intelligent applica- 
tion of radium a knowledge of the physics of radio- 
therapy is extremely important. Radium has fallen 
into ill repute in many sections of the country due 
to harmful usage by the uninitiated. 

The penetration of the gamma ray is infinity, and 
death to normal tissue can be easily produced. Yet 
one should bear in mind that it is the last 10% of 
a correct dose that destroys the tumor and not the 
first 90%. When an adult type of carcinoma is be- 
ing treated, the difference between its lethal dosage 
and that of normal tissue is small indeed while 
in the anaplastic type of cancer a dosage sufficient 
to destroy the malignant cells, several cms. from the 
locus of radiation, can be given with little destruc- 
tion of the normal tissue. 

The method of application is simple. It consists 
of inserting the radium into the cervical canal, en- 
closed in a container which is, or is equivalent to, 
two millimeters of brass, which filters out all the 
alpha rays and 99.6% of the beta rays and only 
allows the gamma rays access to the tissues. The 
beta rays produce a caustic action upon the adjacent 
cells and a systemic action upon the patient, hence 
the screening. When the gamma rays emerge from 
the metal container they give off a secondary beta 
radiation which can easily be eliminated by enclos- 
ing the metal container in a rubber tube. The dos- 
age varies accordingly to the extent and degree of 
radiosensitivity. When in doubt over-radiate. 

The dosage may be completed with one application. 
Some prefer splitting the dosage. The arguments 
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pro and con are too numerous to mention in this 
short discussion. 

The complications oceur chiefly in the advanced 
cases and are recto-vaginal and vesico-vaginal fis- 
tulae, proctitis, mucous colitis, nausea and vomit- 
ing, cystitis, ete. 

A menopause is always produced. The change in 
endocrine activity of the ovaries is not noticeable. 

The complications in the advanced cases may be 
objectionable but we have a choice of several evils, 
a rapid and sure death if untreated, a high primary 
mortality with certain death if operated on, and a 
chance of annoying complications if radium is used. 

Deep X-ray therapy should be given by the cross 
fire method; five points of entry centered on the 
cervix, with a 200 K. V. machine, 50 cm. focal dis- 
tance, .5 m.m. copper, 1 m.m. aluminum screening, 
§ milliamperes current given in suberythema doses. 
The patient should have at least two of these cycles 
completed within two months after the application 
of the radium. Th’s type of treatment offers about a 
45% five year cure in the early and borderline cases 
and a 11% five year cure in the advanced cases. 
While not ideal, it is, we believe, superior to all 
other methods. 

Emphasis should be laid upon an early diagnosis 
and an immediate reference to those familiar with 
radiotherapy, for only by this cooperation will we 
be able to check this grim spectre which ranks sec- 
ond only to malignancy of the breast in frequency, 
and to control that little understood disease, cancer, 
which destroys in this country annually 100,000 peo- 
ple, which is steadily growing every year and which 
will lead one out of every seven in this audience 
today through that inevitable portal through which 
all must enter and none return. 


Dr. Hurr (closing): Dr. Lucas has mentioned 
that hiopsy should be performed early. I wish to 
emphasize this, because before we study the effec- 
tiveness of any method of treatment for cancer, we 
must first decide that the lesion under treatment 
is cancer. A study of a section of the tumor his- 
tologically by competent persons is usually conclu- 
sive. A study of fresh and unfixed tissue sections 
is said to have an advantage over the fixed method 
in recognizing early cancers. 

Whether we treat cancer surgically, or by radia- 
tion by means of X-ray or radium, much better re- 
sults will be obtained if we recognize the disease 
in its incipiency. 





TREATMENT OF SOME SURGICAL 
INFECTIONS.* 


By JAMES A. GANNON, M. D., Washington, D. C. 
Associate Professor of Surgery, Georgetown Medical School. 


The prognosis of every infection depends 
upon two factors; the virulence of the organ- 
ism causing the infection and the resistance 


of the patient. In the treatment of surgical 
infection we must not lose sight of the fact 
that the human body is a laboratory which, 
when occasion demands, manufactures bacteri- 
cides and neutralizing agents whose function 
it is to overcome the infecting bacteria and 
to preserve the integrity of the body. Racial 





*Read before the Medical Society of Virginia, Maryland, and 
the District of Columbia at the Manor Club, Norbeck, Mary- 
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and personal immunity are brought about by 
previous battles with particular bacteria which 
have resulted in the formation of substances 
in the body which are deleterious to these bac- 
teria when they again attack the body. If we 
keep in mind, then, the natural protective 
forces in the body, we will not be so apt to 
give undue credit to locally applied antiseptics 
and bactericides as some of us do according 
to current literature on the subject. Surpris- 
ing improvement is reported from time to 
time in cases of septicemia which have had 
intravenous injection of mercurochrome or 
ventian-violet. The minute amount of the 
drug injected (20 cc. of a 1 per cent solution 
of mercurochrome, for instance), compared 
with the volume of blood and bacteria indi- 
cate to me that the effect cannot be directly 
on the bacteria. I prefer to believe that the 
(lve in some way influences the production of 
more antibodies as does the injection of for- 
eign proteids in more or less chronic infee- 
tions. 

Did you ever incise a small superficial abscess 
and apply pure carbolic acid to its wall? Why 
did you do it? Did you expect to destroy any 
important percentage of the bacteria present 
by the application? If this was your inten- 
tion, you did not consider the pathology of 
the condition. You did not consider that bac- 
teria, leucocytes, and fibroblasts were all pres- 
ent in the indurated area surrounding the 
abscess; and that any application could only 
reach an insignificant few of the bacteria; and 
that those imbedded in the tissue are not di- 
rectly affected by the phenol. Tf vou applied 
the carbolic with the idea of irritating the area 
and to thus attract more blood and more leu- 
cocytes and more antibodies to the part, you 
were correct in your treatment. 

Because of the short time at my disposal 
this morning, I will discuss the treatment of 
only a few of the surgical infections; and if 
some of my audience do not agree with me, 
discussion will be stimulated which will add 
interest to the meeting. 

Cellulitis is an inflammation of the cellular 
tissues, especially purulent inflammation of the 
subcutaneous tissue. It may occur anywhere 
on the body, but, as an example, let us suppose 
that we are confronted by a palmar cellulitis. 
This causes a marked swelling on the dorsum 
of the hand from resistance of palmar fascia 


anteriorly. The tenderness is anterior. ‘The 








fiuzer motion jis not restricted. The pus ac- 
cumulates in: 


1. The thenar space under the thenar emi- 


nence, deep in the palm, just above the adduc-’ 


tor pollicis. 

2. The hypothenar space is usually due to 
infection of the thumb, index finger or oc- 
casionally the ring finger. This should be 
opened by a dorsal incision parallel to the 
metacarpal bone of the index finger, at the 
radial side of the bellies of the interossei. 
Hilton’s method is used and a hemostat or 
scissors is pushed between the metacarpal bones 
into the abscess. This avoids a scar on the palm 
and injury to the palmar arches. A palmar 
incision will be necessary, however, if the in- 
fection has entered through the palm. 

3. Abscess of the hypothenar space is rela- 
tively infrequent and is opened by an incision 
parallel to, and on the ulnar side of the fifth 
metacarpal bone. 

4. The mid-palmar space suppurates from 
infection of the ring or middle finger. It is 
limited by the middle metacarpal on the radial 
side and overstripped by the ulnar bursa on 
the ulnar side. It may be drained from the 
dorsum of the hand through the lumbrical 
space between the ring and middle fingers or 
by a palmar incision between the digital pads 
of these fingers peripheral to the superficial 
palmar arch. This classification is suggested 
by Babcock. 

Drainage tubes should be inserted, and the 
hand may be soaked continuously during the 
time, when the patient is awake, in a hand 
basin placed convenient to the bed. The tem- 
perature of the solution should be maintained 
at about 110 degrees F., either by boiling the 
solution and adding more that is hot at fre- 
quent intervals or by suspending an electric 
light bulb in the solution, being careful that 
it does not come in contact with the hand. The 
solution may be normal salt, bichlorid, perman- 
ganate or potash or any other which the sur- 
geon chooses. What is in the solution does not 
matter, The continuous moist heat is the im- 
portant measure. The patient should be en- 
couraged to move the fingers frequently. At 
night the hand is dressed dry and the soaking 
continued in the morning. It is usually neces- 
sary to carry out this procedure for two weeks 
or more, and the signal to stop is improve- 
ment of the condition of the hand and of the 
patient. Even under the best environment the 
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results in these cases are not happy, and the 
patient is fortunate indeed who has a 100 per 
cent useful hand in the end. Tendon sloughs, 
adhesions of joints, and tendons and fascia will 
interfere with normal use of the hand later. 

A palmar abscess seldom is primary. Pri- 
mary and efficient treatment for pyogenic in- 
fection of the fingers is necessary to prevent 
palmar abscess. We should never poultice 
abscesses. We should never temporize with 
pus. We do not save anything by doing so. 
The knowledge of the presence of pus calls for 
immediate action and that action is drainage. 
Finger infections should be widely incised and 
dressed with compresses soaked in salt solu- 
tion and covered by an impervious material 
like oiled silk or waxed paper. The aim of 
the surgeon should be to keep the dressing 
so wet that when the patient returns on the 
following day for redressing, the finger should 
be white and wrinkled like that of a woman 
who has spent the day with her hands in the 
soapy water of a washtub. Besides encour- 
aging drainage in the dressings. the soaking 
of the finger abolishes the pain. 

Another pyogenic infection which calls for 
somewhat different treatment is the boil or 
furuncle. A furuncle is a localized necrosis 
caused by pyogenic infection through a hair 
follicle or a sebaceous gland. I think that if 
we will consider a boil to be a localized necro- 
sis caused by interference with the blood sup- 
ply to the area with slow death of tissue, we 
will not make the mistake of many medical 
students who advise on examination papers to 
open by Hilton’s method. The necrosis is 
there and after awhile nature makes a place 
of demarcation to cast out the slough. She 
does this by forming an area of liquefaction 
around the slough. When this process is com- 
plete, the slough or core is floated out of the 
skin, leaving a granulating surface which 
rapidly fills up and epithelizes over. This is 
the pathology of a furuncle. 

The treatment depends upon circumstances. 
As a rule it is best to treat a furuncle with 
frequent, hot, wet applications (I like salt 
solution here also), with wet compresses un- 
der oiled silk between applications. The only 
reason for surgical interference should be 
great pain due to pressure on surrounding sen- 
sory herves or toxemia. If these symptoms are 
present, the diseased area should be excised 
and dressed wet, or a crucial incision may be 
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made through the thickness of the skin fol- 
lowed again by wet dressing. Boils of the 
face, particularly of the upper lip, should 
never be incised because of the danger of em- 
bolic involvement of the brain or other organs 
through the general circulation. Of course, 
the patient should be investigated and treated 
also. Diabetes, anemia, nephritis, and so forth, 
should be eliminated as causative factors, or if 
found, appropriately treated. Vaccines are 
useful. Exclusion of sugar, regardless of uri- 
nary findings, and the administration of yeast 
is helpful. Poultices are dangerous because 
they macerate the skin and mechanically in- 
troduce bacteria from the furuncle to surround- 
ing hair follicles and glands. 

Lest the gynecologists feel neglected in this 
discussion, I have decided to include an infec- 
tion in which they will be interested; and 
when I have described this my paper will be 
done. Endocervicitis, this godsend to the 
struggling gynecologist of the past. I hope 
you have not heard the story of a doctor who 
worked long and well in a community and 
was able to educate his son as a doctor. When 
the son finished his hospital internship, he 
took his father’s practice while the old man 
took a brief rest in the mountains. In two 
weeks the father received a note from his son 
which said, “Dear Father: Do you remem- 
ber Mrs. Smith who lived on the hill? While 
you have been gone, I have cured her of en- 
docervicitis.” The father replied, “Dear Son: 
Mrs. Smith’s endocervicitis put you through 
college.” All of which goes to show that in the 
past infection of the endocervix was intract- 
able. In the light of more recent knowledge, 
however, this infection is treated with marked 
success. Gonoccocci and other pyogenic bac- 
teria find lodgment in the lower two-thirds of 
the endocervix by inhabiting the glands which 
are found in this locality. The ducts of the 
glands run at a right angle to the lumen of 
the endocervix and, when once ensconced in 
the upper recesses of these glands, the bacteria 
defy local applications, douches, and other 
method of annihilation short of destruction of 
the glands themselves. The modern treatment 
for endocervicitis with its constant and annoy- 
ing discharge is to destroy these glands, 
whether by excising them or by cauterizing 
with the actual cautery. It has been my habit 
for the past ten years to cauterize in the fol- 
lowing manner: The gloved fingers are intro- 


duced into the vagina and a bi-manual exami- 
nation is made. If the uterus is adherent or if 
a tender mass is discovered in the pelvis, the 
cauterizing process is not attempted, and the 
patient is advised to have appropriate treat- 
ment for the pelvic condition. If there is no 
immobility of the uterus and no tender mass 
is found, a bivalve speculum is introduced; and 
the cervix is located. No anesthetic is used. 
A volsellum grasps the upper portion of the 
cervix, and it is drawn toward the yulva. The 
cold wire applicator of an actual cautery is 
pushed into the cervical canal for the distance 
of one and one-half inches, and the nurse turns 
on the heat by working the thermostat. This 
has previously been tried, and the dial stops 
when the wire becomes a cherry red. It is a 
mistake to use more heat than this, because 
white heat opens blood vessels and blood does 
not coagulate and stop hemorrhage as it does 
when cherry red heat is applied. This heat 
application is continued for five to ten seconds 
and the heat is turned off and the wire allowed 
to cool in situ and is then withdrawn. The 
patient states that cramping takes place dur- 
ing the heat application, which is no more se- 
vere than menstrual pain; and that the cramp 
stops when the heat is discontinued. This proc- 
ess is repeated in one month if the dischar e 
has not entirely disappeared and sometimes in 
one month after this. I have had no case in 
a series of more than 400 which required more 
than three cauterizations to cure the endocer- 
vical leucorrhoea. Destruction of the glan« 
bearing endometrium results in a much larger 
lumen for the cervix, which helps drainage 
and makes pregnancy more probable. A num- 
ber of my patients have been delivered since 
cauterization, and I have had no reports of 
interference with labor. I have had six cases 
of hemorrhage following this procedure, the 
hemorrhage coming on in one to two weeks 
after the cautery, due to sloughing following 
the burns. This has necessitated packing the 
cervix with narrow gauze and the vagina with 
two-inch packing. This should be done at 
once because the patient mistakes the bleeding 
for menses and often loses too much blood be- 
fore the hemorrhage is recognized. 
May I make some conclusions: 


1. Recovery from infection depends on the 
virulence of the infecting germ plus the re- 
sistance of the patient. 
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2. Antiseptics and germicides have little in- 
fluence in combating infection. 

3. Continuous wet, warm, hormal salt solu- 
tion compresses are comfortable and aid drain- 
age. 

4. Cure of pyogenic infection 
largely on efficient drainage. 

5. The patient deserves a survey, and any 
abnormal underlying condition should be cor- 
rected. He should have proper nourishment, 
rest, and stimulation. 


depends 


1835 Kye Street. 





LOBAR PNEUMONIA: DIAGNOSIS COM- 
PLICATIONS AND SEQUELAE.* 
By ERNEST G. SCOTT, M. D., Lynchburg, Va. 

Bunyan’s name for tuberculosis, “Captain 
of The Men of Death,” is aptly used by Osler 
to describe the incidence and importance of 
pneumonia. At the present time it is second 
only to diseases of the heart and circulatory 
system as a cause of death. 

Lobar pneumonia, also called fibrinous or 
croupous penumonia, is defined as an “infec- 
tion caused by pneumococcus, characterized by 
inflammation of the lungs, a toxemia of vary- 
ing intensity and a fever which usually termi- 
nates by crisis.” 

The exciting, bacterial cause of lobar pneu- 
monia is, in the large majority of cases, the 
pneumococcus. In a small proportion of cases, 
other bacteria are responsible, such as Fried- 
lander’s bacillus, the streptococcus, staphylo- 
coccus, influenza bacillus, ete. Friedlander’s 
bacillus mucosus capsulatus obtained consider- 
able newspaper notoriety recently as the finally 
identified cause of several very rapidly fatal 
illnesses in Southwest Virginia, near Chris- 
tianburg. 

It might be worth while to briefly mention 
some of the recent work on the various types 
of pneumococci. Cole and his associates? at 
the Rockefeller Institute showed that there 
were three immunologically distinct types of 
pneumococcus and a _ fourth heterogeneous 
group. They gathered statistics on the inci- 
dence and mortality of the various types, 
which have been verified more or less by other 
investigators, Thus, they found the incidence 
to be about equal for types one and two, each 
being responsible for something over 30 per 
cent of pneumonia cases. Type three was found 





*Read as part of a symposium on Pneumonia, before the 
South Piedmont Medical Sovicty at Lynchburg, Va., on April 
15, 1930. 
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in only about 12 per cent of cases, and type 
four in 24 per cent. 

The mortality was greatest for the least 
common type, being about 45 per cent for 
type three, least for type four, or 16 per 
cent, and about 25 to 30 per cent each for types 
one and two. Types one, two, and three are 
more common in cities and type four in the 
country; this coincides with the well-known 
fact that pneumonia is more fatal in the city. 
Types one and two are rarely found in the 
mouths of healthy persons, whereas type three 
and especially type four is commonly found. 
In patients with a type four infection, the 
mildest type, there is usually a history of ex- 
posure or some factor lowering resistance: 
whereas in the other three types this is not 
usually the case. Types one and two, while 
rarely found in the mouths of healthy indi- 
viduals, are frequently found in the mouths of 
contacts with such cases and in convalescents. 
Blake and Cecil,’ by experiments on monkeys, 
have cleared up many questions about pneu- 
monia. They have been able to produce lobar 
pheumonia in monkeys, closely simulating 
human cases, by intratracheal injection of 
virulent pneumococci. Among the interesting 
facts brought out by their studies are the fol- 
lowing: The chill, rise of fever, and leucocy- 
tosis all occur before any physical signs in the 
lungs; a bacteriemia occurs very soon after 
inoculation of the monkey; this is thought to 
occur very early also in nearly all human 
cases. The pneumonia always began centrally 
and spread fan-like to the periphery. Con- 
trary to general belief, an attack of pneumonia 
does confer immunity to the particular type 
causing it, but not to the other types. That 
is, after infection with, and recovery from a 
type one, two, or three pneumonia, a monkey 
could not be infected again with that type. 
This, however, for some unknown reason, did 
not hold true for type four, This would in- 
dicate that repeated attacks of pneumonia in 
the same individual are due to type four in- 
fections. 

Under predisposing causes of pneumonia, 
many factors may be considered : 

Age.—Predisposition is high up to the sixth 
year, diminishes to the fifteenth year, then in- 
creases with each decade. The mortality in- 
creases with the age of the patient. 

Sex——In children both sexes are equally af- 
fected; in adults the disease is seen more often 
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in males in the proportion of three or four to 
one. 

Pace—It is very common and very fatal in 
A strange fact is its rare occurrence 
among Chinese. 

Season and Climate——Pneumonia is seen as 
often in hot as in cold climes, but, in common 
with other respiratory infections, it is much 
more common in the winter and spring months 
than in the summer and fall. February and 
March are the months when most cases are 
seen. Quickly changeable weather is pneumonia 
weather. 


negroes. 





Living Conditions—It is seen more often 
and has a higher mortality in cities than in 
country districts. This is due supposedly to 
over-crowding, over-heated houses, poor venti- 
lation, lack of sunlight, ete. The influence of 
over-crowding is shown in the experiences in 
Panama during the building of the Canal.‘ 
Prior to 1907 the negro workmen were housed 
in barracks; during 1907 they were made to 
live in their own shacks. In 1906, the mor- 
tality among them from pneumonia was 18.74 
per 1,000: in 1907, it was 10.65; in the next 
five years it was not over 2.6 per 1,000. 

Epidemics of pneumonia have been recorded 
in camps. schools, prisons. I have mentioned 
the fact that contacts with a case often carry 
the particular type found in the patient. The 
incubation period in contact short, 
from two to four days usually. Some hos- 
pitals consider pneumonia as contagious and 
isolate the cases. However, the contagiousness 
is certainly very slight. It is a fact that doc- 
tors and nurses very rarely contract it from 
attending a case. 


“ases 1S 


Personal Factor —Robust, healthy men are 
often attacked but the debilitated person is 
particularly susceptible, for example, those 
with tuberculosis, nephritis, cancer, arterio- 
sclerosis, heart disease. Acute fatigue may be 
the precipitating cause, and the frequency and 
severity of pneumonia in the chronic alcoholic 
is proverbial. 

Trauma.—A small percentage of cases fol- 
lows a trauma to the chest, without necessarily 
any lung injury. Pneumonia may thus come 
under the Workman’s Compensation Act. 

Previous Attacks——Pneumonia is similar to 
diphtheria and erysipelas in that one attack 
does not confer an immunity but, on the con- 
trary, is thought to predispose to further at- 
tacks. Benjamin Rush reported a case that 
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had twenty-eight distinct attacks of lobar 
pneumonia, and it is common to find a history 
of one or two previous attacks. However, 
Cecil and Blake*® proved that in monkeys an 
attack of types one, two, or three pneumococ- 
cus did confer immunity to a second attack of 
that same type pneumococcus; so that the more 
likely explanation of subsequent attacks, is 
that they are an evidence that the person at- 
tacked has a lowered general resistance to in- 
fection. 

Post-operative pneumonia is thought to be 
due either to chilling at the time of operation 
or to aspiration of foreign material. It is most 
common following operations on the upper 
abdomen. 


Tue Symptoms 

These are so well known that they will only 
be mentioned briefly. The typical case of 
lobar pneumonia is one of the most distinctive 
of all diseases and is easily recognized, It is 
the atypical cases that are misleading and em- 
phasis will be placed on these. The history 
of a typical case is as follows: a previously 
healthy person is taken suddenly sick with a 
severe chill of fifteen to thirty minutes, fol- 
lowed by fever, pain in the chest, rapid, shal- 
low, painful, often grunting respirations, a 
hacking, dry, painful cough. The cough soon 
becomes productive of a white frothy, blood 
streaked sputum which in a day or two be- 
comes thick, rusty, tenacious. The type of 
sputum is the most characteristic feature of 
lobar pneumonia, It is the one pathognomonic 
sign. I would like to emphasize this. So of- 
ten we do not even look at the sputum. If 
seen on the second or third day of the disease, 
we find an acutely ill person, with rapid respi- 
ration, hot skin, rapid full pulse, a frequent 
cough productive of the so-called rusty spu- 
tum, and complaining of pain in the side of 
the chest. The face is flushed, expression 
anxious, the nostrils usually dilate with in- 
spiration, there may be a herpes on the lips. 
The patient usually prefers to lie on one side, 
the affected side. I will not go into the phy- 
sical examination of the chest, except to em- 
phasize several points. The first is inspection; 
we can often tell the side involved from this 
alone, by noting a diminished expansion on 
that side. We should look for the expression, 
cheeks (that on the side involved may be more 
flushed), pupils (that of the affected side may 
be larger), nostrils, accessory muscles of res- 
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piration, posture, herpes, cyanosis, type of 
breathing. In auscultation the most important 
early feature is the fine crepitant rale. later 
the loud tubular breathing and increased tac- 
tile fremitus. 

Now to mention some of the atypical cases. 
First, in children chill is infrequent; the on- 
set is often with a convulsion. Apex pneu- 
monia is more common in children and the 
right apex is involved twice as often as the 
left. The pain is frequently referred to the 
abdomen, particularly with a right lower lobe 
involvement. Physical examination of the 
lungs in children is very deceptive and it may 
be very difficult to say where the pneumonia 
is until the third day. The most reliable early 
signs are diminished respiration and crepitant 
rales over the involved lobe; there is frequently 
no dullness, but on the contrary a tympanitic 
note over the pneumonic area for the first two 
days. We have not the help of.sputum exami- 
nation in children as they usually swallow 
this. 

Pneumonia usually sets in insidiously in the 
aged and in the debilitated; the toxic symp- 
toms are out of all proportion to the physical 
signs and temperature. In the alcoholic an 
attack of D. T.’s frequently marks the be- 
ginning of the pneumonia. In apex pneu- 
monia, cough and sputum may be slight or 
absent, and cerebral symptoms marked. A 
brisk hemoptysis may occur at the beginning 
of an attack, although this should arouse our 
suspicion of, and is more common in, a tuber- 
culous pneumonia. I have recently seen an at- 
tack of right lower lobar pneumonia in a puer- 
peral woman, with no cough or sputum and 
very little fever, and have heard it said that 
in the puerperal woman pneumonia of this 
type is not uncommon. A central pneumonia 
may run its course without giving any physi- 
cal signs, and may only be diagnosed with 
certainty by X-ray. 

Various descriptive names are applied to 
types of pneumonia and are self-explanatory, 
such as abortive pneumonia, migratory pneu- 
monia, apex pneumonia, double pneumonia, 
terminal pneumonia, massive pneumonia. This 
last term is applied to cases where the main 
bronchus is plugged by secretions, thus giving 
rise to signs more like fluid than. consolida- 
tion. 


DirFERENTIAL D1AGNosis 
Lobar pneumonia has to be distinguished 


| ( etol ) 


from acute tuberculous pneumonia, pleural 
fusion, empyema, pulmonary congestion, }) |- 
monary infarct and massive collapse. 

Acute tuberculous pneumonia is usually of in 
upper lobe, the sputum is frequently hemvr- 
rhagic, breath sounds are often distant, tie 
other apex often shows signs of tuberculosis. 
When suspected we should examine the sputtin 
for tubercle bacilli. However, in spite of care! iil 
attention to all of these points, we will often 
be caught napping and not suspect the pres 
ence of tuberculosis until in a case of apex 
pneumonia, at the end of ten days to two 
weeks, the protracted temperature begins fall- 
ing and becomes intermittent, and the lung 
fails to clear up. 

The chief points distinguishing pneumonia 
from a pleural effusion are first, the character- 
istic sputum of pneumonia, which is absent ip 
an effusion, and second, the presence or absence 
of tactile fremitus. In pneumonia this is in- 
creased whereas in effusion or empyema it is 
absent. Many clinicians rely largely on the 
flat, woodeny percussion note over iluid as 
contrasted to the dull note over consolidation. 
The character of the breath or voice sounds 
cannot be relied upon. I have mentioned the 
fact that in massive pneumonia, where a bron- 
chus is plugged, the signs may resemble those 
of fluid, more than of pneumonia. Where 
there is any doubt as to the presence of fluid, 
especially if empyema is suspected, an explora- 
tory puncture should be made. This is a sim- 
ple procedure and with the proper precautions 
is free from danger, except occasionally that 
of pleural shock. An encapsulated or inter- 
lobar empyema may give very confusing signs 
and should always be thought of in any ob- 
scure, continued illness following an attack of 
pneumonia. Pulmonary congestion is found 
in debilitated or elderly patients who have 
lain in bed for any time. The signs are slight 
dullness and many fine and medium moist or 
crepitant rales at both bases, usually more on 
the right. With such signs we must not be 
misled into diagnosing pneumonia. Pulmo- 
nary infarction is seen in post-operative cases 
usually within two weeks following operation, 
or in cases of endocarditis or chronic heart dis- 
ease, or phlebitis. The signs are sudden pain 
in the chest, or hemoptysis, or both, followed 
often by a pleural rub over the site of the 
infarct. If the area involved is a large one, 
which is unusual, there may be a small area 
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of bronchial breath and voice sounds, perhaps 
with dullness, Jaundice often follows the in- 
faretion in a few days and this sign is of the 
greatest value in distinguishing an infarct. 
Massive collapse is an occasional post-opera- 
tive complication in which there is a plugging 
of a main bronchus. This causes a massive 
atelectasis; the signs are dullness, absent 
breath and voice sounds, high diaphragm and 
movement of the mediastinal structures to the 
allected side. 

In this discussion of the differential diag- 
nosis of pneumonia, I have not mentioned the 
X-ray, since this is not often available; but, 
where it is, this is the greatest single aid to 
the diagnosis of diseases of the lungs. Griffith.’ 
however, has recently pointed out the diffeulty 
of distinguishing broncho- from lobar pneu- 
monia in children, and he found that the clini 
cal diagnosis was more often correct than the 
X-ray diagnosis, in some cases oth being in- 
correct. He studied the clinical, X-ray and 
post-mortem findings in a series of twenty- 
six cases of pneumonia in children two years 
and under. 


CoMPLICATIONS 

Among the complications of lobar pneu- 
monia, may be mentioned empyema, pericardi- 
tis, endocarditis, meningitis, otitis media, jaun- 
dice, thrombophlebitis, abscess and gangrene, 
and arthritis. 

Empyema is by far the most important of 
the complications. It is found in about 4 per 
cent of cases. Untreated it is almost uniformly 
fatal, but diagnosed early and_ properly 
treated, the chances of recovery are good. It 
is useless to go into the physical signs of sim- 
ple empyema or an encapsulated or interlobar 
empyema. If we rely on these we are sure to 
make serious mistakes. The only safe proce- 
dure is to insert an aspirating needle when 
it is suspected, although we should get the help 
of an X-ray examination if possible. We 
should suspect it in any case of lobar pneu- 
monia that fails to clear up at the end of ten 
days’ time, particularly, if following a drop 
in temperature and temporary improvement, 
the temperature begins to rise and the patient 
gets toxic again. A white blood cell count may 
aid us as this is usually greatly increased with 
a high percentage of polymorphonuclear cells. 
Meningitis and endorcarditis are both prac- 
tically always fatal complications; fortunately 


their ocenrrence is rare,—in less than .5 per 
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cent of cases. Pericarditis is more frequent, 
occurring in about 2 per cent of cases clini- 
‘ally and in 10 to 15 per cent of autopsied 
cases; it is usually overlooked. We should ex- 
amine the heart daily for signs of a friction 
rub or increasing dullness, weakened heart 
sounds, ete. The mortality is high, over 50 
per cent, even with early operation. Jaundice 
occurs in from 2 to 10 per cent of cases; it 1s 
more common in the colored race. It is non- 
obstructive in type, presumably hematogenous. 
The mortality of jaundiced cases is high, 
around 50 per cent. Pulmonary abscess and 
gangrene are of rare occurrence are the 
other mentioned complications, arthritis and 
thrombophlebitis. Otitis media is not infre- 
quent in children, occurring in about 3 per 
cent of cases. We should remember to examine 
the ears in children with pnéumonia. 


as 
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MEDICAL TREATMENT OF 
PNEUMONIA.* 


By THOS. N. DAVIS, M. D., Lynchburg, Va. 
In the treatment of pneumonia spectacular 


results have not been forthcoming as in other 
diseases, Year after year its mortality has 
not been appreciably lessened; collectively, and 
in individual cases its virulence increases and 
wanes so that what therapy appears successful 
in one group of cases may fail when tried in 
another. It is interesting to note, however, 
that the mortality has been reduced in cities 
where the quarantine of cases is enforced as 
in other infectious diseases. Pittsburgh, which 
always has a high morbidity, has decreased its 





*Read as part of a symposium on Pneumonia, before the 
South Piedmont Medical Society, at Lynchburg, Va., on Aprii 
15, 1980. 
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pneumonia death rate by this innovation. With 
the exception of serum for type one and two, 
specific treatment in pneumococcic pneumonia 
is lacking; and means of identifying the type 
is usually beyond the reach of the physician. 
It would be wrong, as some advocate, to give 
type one serum in all cases with the idea of its 
harmlessness; but the effect is striking when 
administered early in the type one case of 
pneumonia. 

The thought is prevalent and usually ac- 
cepted that pneumonia is generally a pneumo- 
coccic infection. In a series of 100 cases Dr. 
B. M. Randolph,* of Washington, D. C., by 
culturing the sputum, found streptococcus 
hemolyticus and streptococcus viridans, or the 
two combined, as the causative organism in 
the great majority of this series; the onset, 
like lobar pneumonia was abrupt and the phy- 
sical findings similar enough to classify them 
as true lobar in type until culture of the spu- 
tum proved otherwise. This study of Ran- 
dolph is valuable. It should make us cautious 
in using serum loosely in any case of pneu- 
monia; it may enlighten relatively those cases 
where there is no definite crisis, also in the un- 
resolved, and in those of delayed resolution: 
these patients may have a streptococcic infec- 
tion which differs in the expected course of 
typical lobar pneumonia. 

Despite the lack of availability of specific 
therapy, there are well defined principles of 
proven merit, and these when practiced will 
bring gratifying results in the mild as well 
as severe case. Over forty years ago Loomist 
remarked “that there are some patients with 
pneumonia whom one cannot cure, some whom 
one cannot kill. and a certain proportion 
whom wise treatment and good nursing will! 
help to recover.” This latter per cent will de- 
mand all that the physician can give of both 
knowledge and skill; with close attention to 
details which often require of him duties 
usually entrusted to the nurse. 

At the outset, if the patient’s condition per- 
mits, the physician should determine the ex- 
tent of lung involvement, of possible compli- 
cations, such as an effusion; he should note the 
efficiency of the heart; while cardiac weak- 
ness is rare before the third day, any incom- 
potence noted should be corrected early. In 
the examination be considerate as possible, as 





*B. M. Randolph, Archives of Internal Medicine, February 


1929. 
+Quoted by Randolph in Archives of Int. Med., February, 1929. 
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the patient needs all his strength for the fight 
ahead, Extensive examination is needless; it 
may cost the patient his life. It is admitted 
that a hospital is better suited to care for the 
ill but many pneumonia patients when trans- 
ferred to a hospital succumb on account of ihe 
effort they unconsciously exert on being moved 
from their homes. 

When a diagnosis and general summary have 
been arrived at, the physician should instruct 
the attendants of the infectious nature of the 
disease, he should direct that individual pre- 
cautions be carried out, and in particular that 
the sputum be destroyed. 

The whole problem in pneumonia is that of 
relief of the toxaemia, and support of the pa- 
tient until cessation of symptoms indicate re- 
covery; to this end all modes of elimination 
must be utilized to the fullest extent, and that 
food which leaves the least possible residue 
and is quickly ‘available as energy should be 
administered at regular periods approaching 
three intervals. 

No one doubts the beneficial effects of fresh 
air, it is not only stimulating but supporting, 
and considerable elimination is gained through 
the respiratory tract when the air of the room 
is pure. In the true type of lobar pneumonia 
uncomplicated by bronchitis. the colder the 
air, the more comfortable the patient; the 
clothing next to the body may be kept well 
open about the neck and upper chest, permit- 
ting dissipation of the temperature; with the 
apparel wide open it may be hard to obtain 
full cooperation from relatives in having the 
air of the room the same as that outside, but 
the simple explanation that the patient can- 
not catch more cold may allay their fears: 
and often when they still demur, ask them if 
they wear an overcoat in hot weather, add- 
ing that the patient with all his fever is simi- 
lar to one heavily dressed in the summertime. 
In temperate and warm weather when tlie 
atmosphere lacks the invigorating tone of cold 
air, an electric fan is of service; this lacking. 
the bed may be placed in between two win- 
dows to get the benefit of any draft. By these 
means of cold air and loosely worn apparel. 
the temperature, pulse and respiration are 
perceptibly reduced, the desire for nutrition 
is increased, the patient is altogether more 
comfortable. It is the writer’s experience that 


the patient, whether conscious or delirious, 


will be the first to indicate any possible chill- 
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iny from undue exposure. In the case of the 
elierly and of infants, these should not be 
subjected to cold air; they do better, how- 
ever, when the temperature is maintained at 
about 60 degrees, and a thermometer in the 
room should be convenient for reference. 

The diet in pneumonia should be simple; 
often it is elaborate; stuffing and over-feeding 
is most harmful. Nutrition in a liquid or 
semi-solid form is easiest to serve; the patient 
need not necessarily be consulted as he is often 
delirious, and generally takes what is prof- 
fered, whether appetizing or not. Milk in 
some form, as milk shakes, custards, cereals 
with milk, ice cream, potato puree; these give 
a choice for a sufficient number of calories. It 
is the writer’s practice to add a teaspoonful 
of milk sugar to every form of nutrition ex- 
cept water. This makes a highly concentrated 
food, which is innocous and is diuretic. It is 
remarkable to note improvement of the pulse 
if milk sugar is supplemented. When the crisis 
is foreseen, it is wise to decrease the quantity 
of nutrition for overloading the stomach, and 
the process of digestion will interfere with 
the action of the heart which may be faltering 
at this time. Fluids, in contrast to the diet, 
must be forced; each time the patient arouses 
or awakens after a few minutes of sleep, three 
or four swallows of water should be given; the 
value of cold water at frequent intervals is the 
added stimulus to peristalsis which relieves 
stasis, Besides its action on the intestines, an 
abundance of water eliminates muci ot the 
toxins through the kidneys, and cold or ice 
water has an appreciable effect on the tem- 
perature. Have in mind, however, that rest- 
lessness or an unduly quickened pulse may be 
caused by a distended and dribbiing bladder 
relieved by a catheter, rather than by a hypo- 
dermic of morphine. 

In pneumonia, posture can be used to ad- 
vantage. The majority of patients are better 
off simply in bed. They should be made com- 
fortable with pillows under the head and un- 
der knees; be ever watchful to see that the 
chest is elevated, for tympany and a high 
diaphragm impede pulmonary ventilation, with 
added pulse rate. In the aged and obese, by 
placing them in a rocking chair, permitting 
the blood to drain and bulk in the legs, a dis- 
tinct improvement in the circulation is noted 
and continues as long as a semi-upright posi- 
tion is maintained. The effect is much like 
venesection without its possible harm. 
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Temperature of itself need not alarm; if it 
cause restlessness, or so stupefies that it is 
difficult to give water and nutrition, then it is 
necessary to correct by hydro-therapy or alco- 
hol sponging until the patient is again  re- 
sponsive, and hyperpyrexia with its increase 
in pulse rate is relieved. 

In pneumonia, opium or some of its deriva- 
tives has a place which no other remedy can 
possibly equal; its judicious use for pain, vio- 
lent delirium, and unproductive cough, means 
a patient under control. No other hypnotic 
or sedative is worth considering; doses as 
small as one-twelfth of a grain morphia hypo 
may be all that is necessary to relieve, but 
where the situation demands larger doses, the 
patient should not be denied its bene‘its. 

Close attention to the alimentary tract is 
needed, throughout the disease; the outcome 
depends greatly upon the patient's ability to 
utilize his nutrition. Vomiting and abdomi- 
nal distention may point to sudden dilatation 
of the stomach, relieved by withholding all 
food and water with possible resort to the 
stomach tube; and nutrition can be kept up by 
intravenous glucose solution, Through the in- 
testinal tract an enormous amount of the tox- 
ins can be eliminated; a daily enema of warm 
sodium bicarbonate solution should be a rou- 
tine order. Sometime during pheumonia, <e- 
spite our efforts otherwise, the patient seems 
less able to negotiate his food, hiccough and 
tympany occur even when the lower bowel 
has been evacuated daily by enemata. Under 
these circumstances nothing acts so well as 
calomel in one to three grain dosage. Pitui- 
trin intramuscularly is a powerful aid in re- 
lief of tympany and the use of pituitrin in 
conjunction with the rectal tube is always de- 
pendable. 

The heart in pneumonia is the subject of 
much controversy. There are those who claim 
that death is usually due to heart failure; 
others assert that death is a respiratory fail- 
ure; another designation is vasomotor exhaus- 
tion. As Lord* states, “it is certain, however, 
that the signs pointing to cardio-vascular 
weakness are but the general effect of an in- 
fection upon vital organs of the body.” This 
leads to the subject of digitalis in pneumonia. 
The use of it appears fairly general, but there 
does not seem to be clear-cut signs for its rou- 
tine administration. Its most desired result, 
that of slowing the pulse, is not appreciably 


*F. T. Lord, Jr., 





Bronchi. Lungs and Pleurae, 2nd Edition. 
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accomplished save by a massive dese which is 
dangerous any time except in true cardiac de- 
compensation. On the other hand, it may do 
harm by increasing the contractile effort of 
the ventricle and by decreasing the systolic 
output per cycle. Thus, if the heart is found 
normal in the beginning, I believe digitalis 
better withheld altogether unless signs of 
fibrillation appear, when it is clearly indicated 
and then should be given intravenously for 
its quickest effect. 


More dependence should be placed upon 
those measures which conserve the patient's 
strength, for cardiac stimulants are uncertain: 
caffein and camphor are evanescent ; strychnine 
is useful when respiratory symptoms predomi- 
nate. Oxygen is valuable; cyanosis is better 
prevented by its early use than to rely upon 
it when it occurs. Pituitrin, as advocated by 
Randolph, acts upon the peripheral part of 
the vascular system and has marked sustain- 
ing effects on the circulation. 


In the management of pneumonia, the phy- 
sician unconsciously looks to the time of the 
crisis, This may be entirely uneventful, simply 
a cessation of previously grave symptoms. 
Often, however, the patient is utterly ex- 
hausted from what has gone before; he should 
be spared all possible effort at this time for his 
reserve and vital forces may be near the van- 
ishing point. During the crisis, the windows 
must be closed, warm blankets provided, and a 
hot drink such as coffee given; whiskey has a 
place at this time if not before, and stimulation 
may be obtained by aromatic spirits of am- 
monia, a small amount used to moisten the nos- 
trils acting upon the respiratory center. 


With the patient well over the crisis, con- 
valescence cannot be hastened; in proportion 
to the length and severity of the infection, a 
sufficient time must be allotted before he should 
even sit up; ordinarily, in five to ten days 
after the temperature has subsided he can be 
allowed a back rest, and from this time on the 
resumption of normal activity may be worked 
out by graduated rest and exercise. 
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EXTRA-UTERINE PREGNANCY— 
REPORT OF TEN CASES.* 


By WAVERLY R. PAYNE, M. D., Newport News, Va 


(From the Department of Gynecology, Jersey City Hospi 
Jersey City, N. J.) 


The term extra-uterine pregnancy liters |ly 
means any pregnancy existing outside of ‘he 
uterine cavity, but in view of the fact that 
all forms of extra-uterine pregnancy are be- 
lieved to have originally been tubal, we mivht 
even take the liberty to discuss this condition 
as tubal pregnancy and its complications. 

Theoretically, however, only the uterine and 
tubal mucosa are fitted to receive an ovum, 
permit its implantation, and undergo the local 
changes which would permit its complete <le- 
velopment. 

Decidual reactions have been found to oc- 
cur on the surface of the ovary as well as on 
the peritoneal covering of the uterus, but as 
a rule close examination will reveal that, if the 
ovum has been expelled from the tube either 
by rupture or by abortion from the fimbria, 
there is some overflowing of the chorion, which, 
while remaining attached to the tubal mucosa, 
helps to prolong the existence of the ova until 
it becomes firmly attached to a new structure. 

IncweNce: Ectopic pregnancy in its vari- 
ous forms is a condition which may occur at 
any time during the entire child-bearing 
period; the most notable concentration being 
between the ages of twenty-five and twenty- 
nine. There appears to be no predilection for 
race or nativity. 

There are numerous reports of concurrent 
extra- and intra-uterine pregnancy. Tubal 
pregnancy (John Hopkins) occurs about 12 
per cent as a first pregnancy; at least 33 per 
cent (Smith) have subsequent normal preg- 
nancies; while about 15 per cent have repeated 
ectopics. Bilateral ectopic pregnancy is rare. 

Ertotocy: The etiology of tubal pregnancy 
is undoubtedly a variable one. As has been 
previously stated, the fallopian tube seems to 
offer the best condition for implantation of the 
ovum outside of the uterus itself. 

The exact point in the tube where fertiliza- 
tion normally occurs is not definitely estab- 
lished, therefore, the factors which might tend 
to cause abnormal implantation must be ap- 
plicable to the tube as a whole. The various 
causative factors may be classified as extra- 
and intra-tubal conditions. 





*Read before the Warwick County Medical Society, January, 
30. 
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‘ntra-Tubal: 

1. Chronic salpingitis. 

2. Myomata of tube wall. 

3. Failure of cilia due to some anomaly. 

4. Ovum becoming too large, the tropho- 
blastic reaction causing irritation and 
erosion, and imbedding of the ovum 
(Sipple). 

5. Reaction in tube lining causes epithe- 
lial cells to become heaped up and 
lose their cilia (Katz). 

6. Accessory lumina. 

7. Diverticula of the tube. 

Tubal polypi. 

Katra-Tubal: 

1. Pressure from some tumor mass caus: 
ing distortion of the tube. 

2. Other pelvic inflammation causing stric- 
ture or kinking of the tube. 

From what has been said. therefore, it is 
apparent that there is no lack of theories con- 
cerning the etiology, and the question we must 
consider is which of them is correct, or whether 
any one is of universal application. 

Diaenosis: Possibly there is no pelvic lesion 
which may, present a greater variety of symp- 
toms and signs than the one under discussion. 
The history is our most reliable aid to diag- 
nosis. Physical signs elicited before or after 
rupture, except those accompanied by severe 
hemorrhage, may be simulated by many other 
conditions. 

We may classify the more common symp- 
toms and signs as follows: 

I. Before Rupture: 
1. Period overdue a 
three weeks. 


few days to 


2. Nausea and other symptoms of 
early pregnancy. 
3. Inconstant pain either deep in 


the pelvis or in the lower ab- 
domen and shoulder. 


4. Slight bleeding, with or with- 
out clots. 
5. Exquisite tenderness in either 


right or left lower quadrants. 
6. Rarely a mass is found. 
At the time of Rupture-—with marked 
loss of blood: 
1. May or may not have premoni- 
tory signs. 


II. 
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(Three weeks 
|overdue. 
|Slight “spot- 


2. Typical signs ting” and pain, 
|followed by se- 
|vere pain and 
|fainting. 

3. Shock (not due altogether to 
blood loss but to peritoneal ir- 
ritation). 

4. Exquisite 
pelvis. 

5. Tympanitic area above the line 
of the umbilicus. 

6. Nausea and vomiting. 

7. Low red blood count and 
leukocyte count. 

8. Prolonged sedimentation time. 

9. Cullen’s sign—(rarely seen). 

10. Cul-de-sac puncture reveals 
blood. 

After Rupture—with 

blood (ovum dead): 

1. History suggestive of rupture— 
all signs modified. 

2. Moderate amount of pain in 
either lower quadrant or in the 
rectum. 

3. Diagnosis depends upon history 
and finding of a mass, formed 
by blood clot either around the 
tube or in the cul-de-sac, 

(Ovum Alive) 

1. Rare. 

2. History attacks of pain. 

3. Signs of existing pregnancy 
withous usual enlargement of 
the uterus. 

TREATMENT: 1. The treatment of extra- 

uterine pregnancy is always surgical regard- 

less of the type or stage. 


tenderness in lower 


high 


ITT. small loss of 


2. The time of operation depends upon the 
type. 

3. The urgency of operation depends upon 
the facilities for performing it. 

(a) Skill of the operator. 

(b) Equipment for 
tions. 


combating complica- 

To elucidate somewhat, given a case with 
a history suggesting either that the tube has 
not ruptured or else that it has ruptured, and 
hemorrhage has ceased, the patient’s condition 
being good, the operation can be done as an 
elective procedure. 








. 
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The type of ectopic which causes us most 
anxiety and in which poor judgment may cost 
the patient her life is the acute rupture which 
is associated with severe hemorrhage and 
shock. It has been said that a patient will 
rarely, if ever, bleed to death from tubal rup- 
ture, but there are such cases reported. 

In view of the above it would seem that the 
most rational treatment would consist of get- 
ting the patient into a hospital, but even be- 
fore doing that the use of morphine and the 
Trendelenburg position will do much to com- 
bat the shock. 

No intravenous therapy should be attempted 
until either the operation is actually started 
or completed. Saline and glucose may be ad- 
ministered by clysis just prior to operation 
and likewise after operation. Before proceed- 
ing with the operation, if possible, a donor 
should be selected and kept in readiness, should 
transfusion be deemed necessary, Auto-trans- 
fusion has proven successful in the hands of 
some surgeons, but is net always a practicable 
procedure. 

OrveratTion: The anesthetic should be se- 
lected on the basis of the patient’s general con- 
dition. If there is no evidence of shock, as in 
some of the quiescent cases, spinal anesthesia 
or any general anesthetic may be used, but, if 
there is shock to any degree whatsoever, spinal 
should not be used. Ether seems to be a safe 
anesthetic in cases presenting even a fairly 
marked degree of shock, but in many instances 
novocaine infiltration offers the best chances 
for a successful outcome. 

In cases with considerable vaginal bleeding 
it is well to do a diagnostic curettage just prior 
to laparotomy, to exclude a possible concur- 
rent intra-uterine pregnancy. 

A mid-line incision should be used because 
it can be made more quickly, gives ready ex- 
posure of the entire pelvis, and is accompanied 
by less bleeding. The affected tube should be 
removed, and in multiparous women, with sev- 
eral living children, it seems advisable, if pa- 
tient’s condition permits, to remove both 
tubes. The blood clot is poorly absorbed, and 
may be a factor in infection, so that if pos- 
sible it would seem best to remove as much of 
it as possible, without producing too much 
trauma. The appendix should not be disturbed 
unless definite acute pathology is.in evidence. 
The abdomen may be closed without drain- 


age. 
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The post-operative care consists of Trend: |- 
enburg position, morphine freely, and either 
citrated blood transfusion, hypertonic salije 
infusion, or saline and glucose clysis, wiiil 
shock is overcome. 

I have a small series of ten cases which | 
had the opportunity to take care of during ihe 
past year, and, while they present nothing 
which has not been noted previously, still there 
are some interesting factors either in the diag- 
nosis or findings which I would like to present 
for your discussion. 


Report or Cases 
I. A. #.—Age 27—Para II. Admitted to 
ward in state of profound shock. She had 
gone two weeks beyond her regular menstrual 
time. Was awakened twenty-four hours prior 
to admission, with severe pain over entire 


lower abdomen, worse on right. Diagnosis 
verified by cul-de-sac puncture. Operated 


upon five hours after admission: right tube 
ruptured and large amount of blood in pel- 
vis. This case brings out several interesting 
points: 

(1) Danger of intravenous therapy. She 
was given several hundred c¢.c.s of saline by 
the interne who admitted her. Her pulse be- 
vame better, but there was a secondary col- 
lapse, the reason for which operation was de- 
layed. She was given intravenous saline on 
the table (1000 c.c.s) and clysis 2000 ¢.c.s fol- 
lowing operation. 

(2) Value of cul-de-sac puncture for diag- 
nosis, 

(3) That bleeding may continue for even 
twenty-nine hours without being fatal. 

Her recovery was uneventful until the tenth 
day when she developed a mild attack of ton- 
sillitis, which cleared up promptly and she 
was discharged on the sixteenth day. 

II. D. S—Age 20—Gravi II. Last period 
two months ago. Patient was taken twenty- 
four hours prior to admission with severe 
sharp pain, radiating across the lower abdo- 
men and to the left shoulder, and vomited 
twice. Patient was in extreme shock. Ex- 
amination revealed extreme tenderness over 
the entire pelvis. Operation revealed rupture 
of the right tube and a moderate amount of 
blood in the pelvis. The right tube was re- 
moved. Intravenous glucose and saline was 
given during the operation. 

On the sixth day following operation, pa- 
tient developed phlebitis involving the entire 
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left arm, in which infusion had been given. 
This cleared up within ten days. 

Interesting features: 

(1) Relatively high blood count with se- 
vere shock, R. B. C. 4,200,000, Hg. 80 per cent 
(Repeated), W. B. C. 22,880, Polys 92 per 
cent, Sedimentation time—ninety minutes. 

(2) Phlebitis of the arm. 

(I. @. S—Age 29—Para T. Last men- 
strual period two months ago. Sudden onset 
of pain in the lower abdomen forty-eight hours 
prior to admission, associated with vomiting 
and vaginal bleeding. General condition was 
good. Vaginai examination showed the uterus 
to be slightly enlarged, and the cervix soft 
and oozing blood. 

Blood Count: R. B. C. 2,970,000 Hg. 60 per 
cent, W. B. C. 24,050, Polys 91 per cent. 

Operation: Mid-line incision, right tube 
ruptured, moderate amount of blood clot in 
cul-de-sac. Closed without drainage. Con- 
valescence uneventful. 

Interesting features: 

(1) Low red blood count and hemoglobin 
with good general condition; absence of shock. 

IV. @. W—Age 28—Gravi I. Last men- 
strual period twenty-four days ago. Patient 
complained of irregular bleeding for the past 
four weeks. One week prior to admission was 
taken with sharp piercing pain in back, radiat- 
ing to mid-line anteriorly. Lasted one day only 
to recur on morning of admission to hospital. 

Examination: Patient’s general condition 
good. Uterus slightly enlarged, painful to 
manipulation, extreme tenderness in both for- 
nices. 

Blood: R. B. C. 3.290.000 He. 65 per cent, 
W. B. C. 33,000, Polys 96 per cent, Sedimen- 
tation time—one hour and ten minutes. 

Operation: Mid-line incision. One month’s 
foetus found free in pelvic cavity. Placenta 
attached to fimbria. Moderate amount of blood 
in cul-de-sac. Operation consisted of mid-line 
incision, right salpingectomy and removal of 
clot. Closed without drainage. Convalescence 
uneventful. 

Interesting features: 

(1) Value of blood count and sedimentation 
time in diagnosis. 

V. J. K—Age 34—Para III. Last men- 
strual period seven weeks ago. Taken with 


moderately severe pain in right lower quad- 


rant, which was accompanied by slight nausea 
and fainting. 


Patient injured Jeft hand in 
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falling. Since the beginning of attack patient 
had taken Epsom salts and was temporarily 
relieved. but during the past ten hours the 
pain had gradually increased and when ad- 
mitted she pointed it out as being most severe 
directly over McBurney’s point. 

Examination: Patient appeared to be hav- 
ing some discomfort. No visible evidence of 
hemorrhage. Temperature 99.3 R. Pulse 80, 
regular. Blood pressure 120-80. There was 
extreme tenderness with rigidity and rebound 
tenderness over McBurney’s point and extend- 
ing rather deeply into the pelvis. Vaginal ex- 
amination showed the uterus to be slightly en- 
larged, extremely tender to manipulation. In 
the left tubo-ovarian region there was moder- 
ate tenderness, Urine negative. 

Blood: W. B. C. 21,000, Polys 87 per cent, 
Hg. 76 per cent, Sedimentation time—seventy- 
four minutes. 

Diagnosis made of bleeding ectopic, prob- 
ably inactive. 

Treatment: Tce-cap and morphine. 

Next morning all symptoms diminished. 
likewise on the following day. 

Blood count three days after admission: 
W. B. C. 9,500, Polys 78 per cent. Sedimenta- 
tion time—thirty-six minutes. 

Operation: Mid-line incision. Left tube had 
attached at its fimbria a mass which proved 
to be the placenta. No bleeding. Moderate 
amount of blood in cul-de-sac. Both tubes re- 
moved. 

Interesting features: 

(1) Diagnosis was made on basis of history: 

(a) Missed period. 

(b) Acute pain. 

(c) Fainting and injury to hand. 

(d) Blood count, including sedimentation 
test. 

Convalescence uneventful. 

VI. M. C—Age 31—Para I. Last men- 
strual period sixty-three days ago. ‘wo weeks 
prior to admission was seized with severe pain 
in right lower quadrant and fainting. The 
pain became less severe and subsided to a dull 
aching sensation. Had had “spotting” for the 
past three days. 

Examination; Showed uterus markedly re- 
trodisplaced and slightly enlarged, painful to 
manipulation. Marked tenderness in right 
fornix. There was a small mass on the left 
fundus of the uterus. Diagnosis based on his- 
tory alone. 
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Operation: Mid-line incision. Right tube 
was found to be chronically inflamed. The 
uterus was retroverted. At the junction of 
the left tube with the uterus there was a de- 
cided enlargement with a small rupture and 
a small amount of free blood in the pelvis. 
Both tubes removed. 

Interesting features: 

(1) Diagnosis based on history. 

(2) Absence of symptoms on side on which 
tube ruptured. 

Vil. F. S—Age 40—Para II. Youngest 
child seventeen. Last menstrual period twenty- 
eight days ago. Present illness began three 
weeks ago with severe pain in the left lower 
quadrant, intermittent in character, but worse 
with defecation. There was slight bleeding 
and a few clots at onset of illness. 

Temperature: Normal. 

Blood: R. B. C. 4,200,000 Hg. 89 per cent. 
W. B. C. 7,600, Polys 69 per cent. 

Vaginal Examination: Showed uterus dis- 
placed to right and a large mass filling the 
left fornix. It was dense and quite terider. 
Diagnosis of pyosalpinx made. 

Operation: Mid-line incision. Left tube 
was found to be ruptured in its mid-portion 
and a dense clot organized in left fornix. 

Interesting features: 

(1) Localization of pain in rectum. 

(2) Age of patient. 

(3) No period missed. 

VIII. H. B—Age 33—Para IV. Lasi 
menstrual period before birth of baby now ten 
months old and still nursing. Patient com- 
plained of dull aching pain in left lower quad- 
rant and profuse leukorrhoea. which at times 
was bloody. 

Examination: Revealed badly lacerated cer- 
vix and perineum with extensive erosion of 
the cervix. In the left fornix there was a 
slightly tender mass about the size of an 
orange, which was freely movable. 

Temperature: 99.3, Pulse 90. 

Blood: W. B. C. 10,200, R. B. C. 4,000,000, 
Hg. 70 per cent, Polys 70 per cent, Sedimenta- 
tion time—seventy-five minutes. 

Diagnosis: Waceration of cervix, cystocele, 
rectocele and left ovarian cyst. 

Operation: D. and C. Repair of cervix, 
cystocele and rectocele. Mid-line incision re- 
vealed attached to the fimbriated extremity of 
the tube and to the ovary a mass the size of a 
large orange, freely movable. No free blood 
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in the pelvis. The mass was removed and al-o 
the right tube. Recovery uneventful. 

Interesting features: 

(1) Occurrence in nursing mother. 

(2) No history of rupture. 

(3) Inability to differentiate mass from an 
ovarian cyst. 

IX. A. 7.—Age 31—Para II. Last men- 
strual period one month ago and had _ been 
bleeding ever since. Three weeks ago had sharp 
pain in right lower quadrant associated with 
nausea and vomiting. This subsided but she 
still had slight aching. Came to hospital for 
relief of bleeding. 

Examination: Uterus slightly enlarged and 
cervix soft. There was a dense tender mass 
filling the left fornix. 

Temperature normal. Blood: R. B. C. 
4,600,000, Hg. 85 per cent, W. B. C. 7,200, 
Polys 71 per cent, Sedimentation time—two 
hundred and twenty-one minutes. 

Diagnosis: Tubal abortion. 

Operation: Mid-line incision revealed a right 
tubal pregnancy which was bleeding slowly 
from the fimbria. The left ovary was cystic, 
filling the left fornix and displacing the 
uterus, partially twisted on its pedicle and 
edematous. Right salpingectomy and left sal- 
pingo-oophorectomy done. Recovery unevent- 
ful. 

Interesting features: 

(1) Co-existence of two emergency gyne- 
cologic conditions; namely, tubal pregnancy 
and twisted ovarian cyst. 

(2) Again the unreliability of pelvic exami- 
nations. 

X. M. L—Age 34—Gravi I. 
strual period six weeks ago. 


Last men- 
Always used 


contraceptives. Complains of bleeding for 
six weeks. Pain over entire lower abdomen 


for four weeks. Acute sharp pain in left 
lower quadrant six hours prior to admission. 

Examination: General condition good. Cer- 
vix soft, uterus displaced to the right and an- 
teriorly. Large mass in left lower quadrant, 
tender to pressure. 

Diagnosis: Large ovarian cyst with chronic 
pelvic inflammation. 

Blood: W. B. C. 9.200, R. B. C., Polys 77 
per cent, Hg. 80 per cent, Sedimentation time— 
thirty minutes. 

Operation: D. and ©. Mid-line incision. 
Large amount of free blood and clot in pel- 
vis. Omentum adherent to uterus and broad 
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ligament on left. Uterus displaced to right. 
Left tube ruptured and covered by well orga- 
nized clot. Right tube contained pus. Both 
tubes were removed. Convalescence unevent- 
ful, until six weeks following operation patient 
developed manic depressive psychosis. 

Interesting features: 

(1) Coincidence of ruptured tubal preg- 
nancy with acute salpingitis. 

(2) Manic depressive psychosis as a_post- 
operative complication. 


CoMMENT 

The purpose of this paper has been to review 
the subject of ectopic gestation, emphasizing 
the salient features involved in the diagnosis 
and treatment. Ten cases are reported, and 
they represent to a great extent the various 
types encountered, and their peculiarities. 

I am indebted to the attending gynecologists 
of Jersey City Hospital for the privilege of 
having treated these cases. 
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CONFIRMATORY SIGN OF FREE FLUID 
IN THE PLEURAL SPACE: SECOND 
REPORT.* 


By MARTIN LASERSOHN, M. D., New York City. 
Formerly Associate in Medicine, Medical College of Virginia. 


It can be shown that a generalized collec- 
tion of fluid in the pleural space is. situated 
not only posteriorly but also anteriorly and 
laterally. This characteristic distribution of 
a pleural effusion was first demonstrated by 
Damoiseau in 1843 and again by Ellis in 1873. 
These observers found that where effusion 
exists “the line of dulness was a curve, the 
highest point of which was at the side, from 
which it gradually fell as it approached the 
median line towards the spine.”! This S 
shaped curve is known as the “curve of 
Damoiseau” and as “Ellis’ S shaped line of 
fluid.” Its peak is in the axilla, the highest 
point of the fluid “level.” 

Roentgen-ray examination subsequently has 





*From the Department of Medicine, Hospital Division of the 
Medical College of Virginia. 

1. Reports of Medical Societies. The line of Dulness in 
Pleiritic Effusion, Boston M. & S. J. 90: (New Series 13) 12 
(January 1), 1874. 


shown more clearly the distribution of fluid 
free in the pleural space. A small collection 
produces a shadow at the base. and a less strik- 
ing shadow along the lateral chest wall where 
the fluid also accumulates because of capillarity 
and because of the compressibility of the lung 
periphery. With larger collections these 
shadows are more pronounced and it is seen 
more readily that the upper border of the fluid 
is not level but higher in the axillary line. 
curving upward from the base and dropping 
sharply anteriorly, thus producing the S curve 
previously noted on percussion. Very large 
amounts of fluid cast a shadow from apex to 
base with displacement of the mediastinum: 
however, there is seen, as a rule, an aerated 
apical portion of the lung. In some condi- 
tions, notably in lobar pneumonia, the presence 
of a small amount of fluid produces a shadow 
which is practically limited to the lateral 
chest wall, Capillarity produces this ribbon- 
like shadow. The S shape “level” of fluid so 
characteristically seen in simple effusions 
where the lung itself is but little involved is 
absent in these pneumonia cases, due to the loss 
of lung compressibility and movability.? 

I’rom these considerations it can be seen 
that if fluid rises in the lateral pleural space, 
a place corresponding to the axilla, where nor- 
mally there is vesicular resonance, this fact 
should be of aid in the differentiation of fluid 
from other conditions with which it may be 
confused. An accumulation of fluid along the 
lateral chest wall should give dulness and a 
decrease in the intensity of the breath sounds 
in this area. In one group of cases, which in- 
cludes consolidation of the lower lobe of the 
lung, chronic fibrous pleurisy at the base, and 
immobility of the diaphragm, the abnormal 
physical signs are limited essentially to the 
base; in another group, which includes pleural 
exudates and transudates, the signs are not 
only basal but axillary as well. In a third 
group, including cases where the lower lobe is 
consolidated and there is involvement also of 
the upper or middle lobe, the signs at the base 
are often identical with those seen in fluid: 
in such instances, the signs are very confusing, 
but one may hear, however, tubular breathing 
in the axilla, associated with dulness, and so 
obtain a very helpful clue as to the correct 
nature of the disease. 

It should follow that no matter how con- 


2. Sante, L. R.: Roentgen-ray Diagnosis of Pleural Effusion;, 
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vincing the physical signs at a base may be, 
if these signs are unaccompanied by dulness 
and distant breath sounds along the lateral 
chest wall and high in the axilla, the diag- 
nosis of free fluid in the pleural space should 
be questioned. Tubular breath sounds in the 
axilla, in the presence of dulness or flatness 
and distant breath sounds at the base should 
likewise make the diagnosis of an unencap- 
sulated exudate or transudate doubtful. Such 
conclusions are warranted by the clinical ex- 
perience previously reported* and by the fol- 
lowing cases conclusively studied. 

Three additional cases of acute lobar pneu- 
monia showing dulness in the axillary space 
and along the lateral chest wall with an in- 
crease in the intensity of the breath sounds, 
that is, a negative axillary sign, were punc- 
tured. On puncture no fluid’ was obtained. 
These cases are chosen from a series of thirty- 
five pneumonia patients* of whom, however. 
only these three were punctured. It is very 
difficult to differentiate these atypical pneu- 
monia cases from fluid cases, as both show 
dulness or flatness at a base together with dis- 
tant breath sounds. Both types of cases like- 
wise show dulness in the axilla, but here a 
difference is noticeable on auscultation; in the 
pneumonia cases the dulness in the axilla was 
accompanied by tubular breath sounds, whereas 
in the fluid cases the dulness was accompanied 
by distant breath sounds. It is this striking 
difference in the auscultatory fndines that is 
of importance in the differential diagnosis. 
In five cases of pleurisy with effusion, dulness 
in the axilla and a decrease in the intensity 
of the breath sounds were noted, that is, a 
positive axillary sign. One case (11), in which 
there was only a slight decrease in the reson- 
ance and in the intensity of the breath sounds, 
yielded only 20 c.c. of fluid, and in another 
case (12) in which the sign was more mark- 
edly positive, there was a larger amount of 
fluid than is indicated (table). Drainage had 
to be discontinued because of cough; the flow 
of fluid, however, was free upon the with- 
drawal of the needle. In cases, 13 and 14 the 
sign was noted as “four plus” and on punc- 
ture 1100 c.c. of fluid was removed in each 
ease. In general it appears that the extent of 





3. Lasersohn, M.: A Confirmatory Sign of Free Fluid in the 
Pleural Space, Arch. Int. Med. 37:793 (June), 1926. 


*The subsequent course and study of these patients proved 
them to be lobar pneumonia cases. Puncture was done when 
the signs and some of the symptoms of consolidation were 
atypical and empyema was suspected 
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dulness and the degree of decrease in the | ::- 
tensity of the breath sounds give some inf: : 
mation, roughly, as to the amount of fluid pr: s- 
ent. Case 15 is an exception to this rule, how- 
ever, as the sign was noted as “one plus” aid 


750 «ec. of fluid was removed. 


TABLE.—Cases 1n WuicH THE PRESENCE OR ABSENCE OF 
THE AXILLARY S1GN WERE NorTep IN WHICH THE 
Driacnosts Was DEFINITELY EsTABLISHED 
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1. Pleurisy with effusion...... L |++++] Yes 13 
2. Hydrothorax, cardiac de- | 160 L 
compensation.......... |L&Ri++++4+| Yes |740R 
| 
3. Chronic fibrous pleurisy. . 7 Neg. | Yes 
4. Lobar pneumonia; small | | 
pleural effusion.......... Zz + | Yes} 15 
5. Carcinomatosis; small pleu- | | | 
ral effusion....... ; | & + Yes 25 
Right} 
| 
6. Pneumothorax, spontaneous | R | Neg. | Yes | 
7.*Lobar pneumonia... . | L Neg. | Yes | 
8. Lobar pneumonia. . | R | Neg. | Yes | 
g. Lobar pneumonia. . | R Neg. | Yes | 
10. Lobar pneumonia ...... | R Neg. | Yes 
| | Twice} 
11. Pleurisy with effusion. . | R | ++ | Yes | 
12. Pleurisy with effusion. . | R |+++-4+] Yes |20: :4C 
Twice 
13. Pleurisy with effusion... . # i++++ Yes | 1100 
14. Pleurisy with effusion... .. L |++++] Yes | 1100 
15. Hydrothorax, cardiac de- | 
compensation........ ugh Ze: bof Yes | 750 
16. Sub-diaphragmatic abscess..| R Neg. | No. (Opera 
| tion 





*These seven cases previously reported. 


One case (16) of sub-diaphragmatic abscess 
gave signs at the base identical with those en- 
countered in pleural effusion. In this instance 
the axillary sign was negative and roentgen- 
ray studies pointed to an infra-diaphragmatic 
collection of fluid. At operation no fluid was 
found in the chest but below the diaphragm 
there was a large accumulation of pus. 


ConcLUSIONS 


1. Dulness and decrease in the intensity of 
the breath sounds along the lateral chest wall 
and high in the axilla of the affected side is 
a confirmatory sign of free fluid in the pleural 
sac. 
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». Dulness with an increase in the intensity 
of the breath sounds in the axilla on the side 
that otherwise shows the classical signs of free 
fluid does not confirm this diagnosis, and is 
usally indicative of consolidation rather than 
of fluid. 

3. This sign is of value in the differential 
diagnosis of free fluid and the conditions with 
which it may be confused. 

!. The amount of fluid present is roughly 
proportional to the extent and degree of dul- 
ness and of decrease in the intensity of the 
breath sounds in the axilla. 

5. The high level in the axilla of free fluid 
due to capillarity and the compressibility of 
the lung periphery forms the basis for the 
signs of. fluid in the axilla. 


136 West 75th Street. 





CANCER OF THE BREAST.* 


By BEVERLEY F. ECKLES, M. J))., F. A. C. S., Galax, Va. 
Galax Hospital. 


No apology is necessary for bringing this 
subject once more to the attention of a group 
of medical men. Cancer of the breast con- 
tinues to levy its terrible annual toll of lives. 
In spite of the devoted, painstaking research 
of a multitude of gifted workers, little prac- 
tical knowledge concerning this plague has 
been added to our meager store in recent years. 
The cancer problem is nowhere near solution. 

These facts constitute a sufficient warrant 
for keeping medical attention focussed on this 
dread subject, and for taking proper steps to 
spread among the laity the small amount of 
definite knowledge we can claim to have about 
it. 

Not knowing its cause, and having no specific 
at hand for its cure, we are reduced to the 
necessity of making as early a diagnosis as 
possible in each case, and then effecting a 
removal so complete that we may hope that 
there will be no return. This is all that we 
can offer to anyone afflicted with this disease: 
and it is only by the strictest adherence to 
this fundamental that our offer amounts to 
anything more than a temporary respite from 
the horror that engulfs her. 

Strangely enough, there is a strict parallel 
between the conduct of a modern war, and our 
benevolent crusade against cancer. In war- 
fare, the laboratory is looked to, to supply new 
and more efficient means for the destruction 





*Read before the Southwestern Virginia Medical Society, at 
Radford, Va., March 24-25, 1930. 
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of the enemy troops and the terrorizing of his 
people; while propaganda against him is in- 
dustriously circulated throughout his own land 
and all neutral countries. But without the 
fighting man in the field, to give point to 
the propaganda and proof to the laboratory 
inventions, war would be largely theoretic al 
and ineffectual, instead of actual and devastat- 
ing. 

In the campaign against 
hopefully to the laboratory to eventually un- 
lock for us the secrets of its origin and its 
control. Meanwhile, it is our duty to dissemi- 
nate as widely as possible our knowledge of 
its course and effects, so that our propaganda 
may reach those afflicted with this scourge in 
time for them to escape its terrible conse- 


cancer, we look 


quences, 

We are the shock troops in the war against 
disease—humanity’s first line of defense 
against “the thousand ills that mortal flesh: is 
heir to.” We are the guardians of the health, 
and in large measure of the happiness, of our 
prcennities w and upon our knowledge, fidelity, 
and courage rests the hope of disease control. 

Does not this confidence in us bring with 
a corresponding responsibility / 

It is generally agreed that we do not know 
the cause of cancer, but that every cancer 
must have a beginning. Some lesions have 
been described as pre-cancerous, from their 
tendency to undergo malignant change. 

It is conceded that the earlier a cancer is 
treated the better are the chances for its cure: 
and that the only treatment offering hope of 
cure is radical and complete removal. 

An overwhelming majority of all tumors of 

the breast are malignant, the percentage of 
malignant growths varying with different 
authors from 78 per cent to 85 per cent. 
One does not have to be 
at least forty before cancer can develop. Cases 
are on record where cancer of the breast oc- 
curred in girls eleven years of age. 


No age is exempt. 


Pregnancy and lactation are pre- -disposing 
factors: and cancer has been found in the re- 
maining breast after the complete removal of 
one. 

While most cases have occurred women, 
cancer of the breast is not exclusively a fe- 
male disease, as many instances of its deve slop- 
ing in the male breast are matters of record. 

Stated simply, any lump occurring in any 
breast is a serious condition and must be 
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proved innocent before it can be considered 
so. Since the final proof of the nature of a 
growth lies in a microscopic study of its struc- 
ture, it follows that the only safe course to 
pursue with such a condition is to remove it 
and subject it to such an examination. 

The earlier this is done, and the more thor- 
oughly it is accomplished, the brighter are 
the chances for that particular patient. 

Knowing these things, are we ever justified 
in employing a policy of watchful waiting 
when consulted for advice about a growth in 
the breast? 

Will not such a policy result in uneasiness 
and suspense for all our patients, and a sen- 
tence of death for those who pass during such 
an interval from a curable state into one of 
hopeless incurability ? 

Have we the right to take upon ourselves 
the responsibility for so disposing of a human 
life? 

Is not the opposite extreme, though mutilat- 
ing, far preferable? Surely, it is much better 
to sacrifice one breast in the interest of safety, 
than to offer up a whole body to torture on 
the altar of procrastination. 





ERYTHREMIA (POLYCYTHEMIA VERA) 
Report of a Case with Autopsy.* 
By WILLIAM CARY HOLT, B. S., M. D., Angleton, Texas. 
Erythremia (Polycythemia Vera) is still a 
sufficiently rare condition to warrant the re- 
port of a case, especially in view of the still 
greater rarity of autopsies. 


Report or Case 

History.—Mr. G. C., white, farmer, age« 
60, single, born and lived in the Virginia hills 
all his life, had enjoyed good health up to a 
few years previously. Both his father and 
mother died of cancer. He had one brother 
whom he said had a red face and frequent 
nosebleeds. He had had the usual childhood 
diseases and also influenza, with good recovery. 
He complained, when first seen March 14, 1927, 
of a dragging sensation in his left side, which 
had started three weeks before and become 
progressively worse. About two months prior 
to admission, he had noticed a small mass in 
the upper left abdomen, which had become 
gradually larger, but had never caused any 
discomfort up to three weeks before. There 
had been frequent frontal headaches, some ver- 





*From the Medical Service, University of Virginia Hospital. 
University, Va, 
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tigo and blurring of his vision, but no no-e- 
bleeds, in the three weeks. All his teeth hid 
been removed, but he had noticed freque at 
bleeding from the gums. His cheeks and nose 
had been very ruddy for some five years. 
There had been slight dyspnea, occasional }) 
pitation of the heart and irregularity of | 
pulse, but no edema or orthopnea. Dyspepsia 
had bothered him for twenty years. He no- 
ticed slight nausea and anorexia at that time. 
Slight constipation was the rule; but there had 
been no abnormal stools. For the past two 
years he had noticed a gradual decrease in thie 
size and force of his urinary stream, slight 
dysuria and a nocturia of four to six times. 
There had been no neurological disturbances. 


e 


Physical Examination —TVhe patient was a 
large, ruddy complexioned, well developed and 
nourished, elderly white man, in no pain. 
The skin of the face and arms was a very deep 
beefy red, and the mucous membranes were a 
reddish purple. The sclerae were bloodshot 
and the fundi showed markedly tortuous and 
listended veins, but no hemorrhages or scars. 
The tongue was thick and deep red. All the 
teeth were absent and the gums bled easily. 
The veins of the neck. were very prominent. 
The chest was barrel-shaped. There were a 
few fine moist rales in either lung base and 
dullness in the left base, probably splenic. 
The boundaries of the heart were normal. 
Numerous extrasystoles and a loud systolic 
murmur were heard over the entire precordium, 
best at the apex. Blood pressure was 140/100. 
Apex and radial pulse were 86. Veins over 
the entire body were large and prominent. 
All peripheral arteries were markedly tortuous 
and sclerotic. The abdomen was not distended. 
The spleen was palpable 9 cm. below the cos- 
tal margin in the mid-clavicular line. The 
liver was palpable on deep inspiration. Beloy 
the spleen and toward the umbilicus, there 
was a rounded, slighily tender, slightly mov- 
able, cystic mass about 7 cm. in diameter. Digi- 
tal rectal examination revealed an enlarged 
prostate. Knee-jerks were absent, but no ab- 
normal reflexes were elicited. There were ex 
tensive varicose yeins noted on bo li lower 
limbs, extending well up ou the thi hs. 

After a barium enema, X-ray examination 
showed the colon to be normal though large. 
There was no connection between the colon 
and the cystic mass. 

Cystoscopic examination showed moderate 
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hypertrophy of the posterolateral lobes of the 
prostate with one ounce of residual urine. 
Both ureters were catheterized with difficulty 
and a phenolsulphonephthalein test showed a 
low output (6 per cent) from the right kidney 
and no dye from the left kidney. Urine from 
either kidney showed albumin, few pus cells 
and numerous red cells. There was no residual 
urine in the pelvis. Pyelogram of the left 
pelvis showed the kidney to be in the location 
of the cystic mass, but though not very satis- 
factory, due to the presence of some barium 
in the colon, no evidence of hydronephrosis 
Was seen. 

Laboratory FExamination—The urine on 
several examinations showed a large trace of 
albumin, positive urobilin and urobilinogen 
tests, low specific gravity, few white corpuscles, 
few red corpuscles and occasional hyaline casts. 
The Wassermann test was negative. Phenol- 
sulphonephthalein test of kidney function 
showed 25 per cent excretion in two hours. 
Blood urea was 68 mg./100 ¢.c, on admission 
and 74 mg./100 c.c. four days later. 

Hemoglobin was 105 per cent Dare and 118 
per cent Sahli on admission and varied within 
5 per cent while in the hospital, Red cell 
count was 9.5, 9.3, 9.6, 9.8 and 9.5 million. 
Leucccytes were 35,000 and 29,000. Differ- 
ential count showed 71 per cent pmn., 26 per 
cent smn., 1 per cent Imn., 0 per cent iransi- 
tionals, 1 per cent eosinophils, 0 per cent baso- 
phils, 1 per cent myelocytes. Blood smear ap- 
peared normal except for the myelocytes. 
Platelet count was 280,000 direct method and 
330,000 indirect method. Fragility test of the 
red corpuscles was normal; hemolysis began 
at 0.42 per cent and was complete at 0.36 per 
cent, while the control cells began at 0.44 per 
cent and were complete at 0.35 per cent. Bleed- 
ing time was four minutes (Duke). Coagula- 
tion time was seven and one-half minutes 
(Howell). 

Course and Treatment.—A diagnosis of (1) 
erythremia, and (2) cyst of the left kidney 
was made. But due to the patient’s insistence, 
he was discharged at this time with instruc- 
tions to take benzol and to return in two weeks 
for further examination. 

The patient returned three weeks later, on 
April 10, 1927, with pains in the left chest, 
orthopnea, increased nocturia and edema of 
the lower limbs. He had also noticed a large 


purple spot on the inner left thigh. 
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Examination at this time was essentially 
the same as previously, except for the follow- 
ing: Marked facial cyanosis; marked dyspnea 
and orthopnea with greatly distended surface 
veins; dullness on percussion in either lung 
from the angle of the scapula down; numerous 
coarse moist rales; increased tactile and vocal 
fremitus and bronchial breathing over the dull 
area. Heart sounds were weak as was the 
pulse. Distinct gallop rhythm. Radial and 
apex pulse rates were equal 120 a minute. 
Blood pressure 128/82. Abdomen distended 
and tympanitic. Liver edge palpable 6 cm. 
below the costal margin in the mid-clavicular 
line. Spleen and cystic mass seemed larger. 
A large purpuric spot on the inner thigh. 
Temperature was 99.8° rectal. Tlemoglobin 
120 Dare and Sahli. Red cells 8.6 million. 
Leucocytes 18,000. Differential count as previ- 
ously except an increase to 3 per cent myelo- 
cytes. Urine showed an increased specific grav- 
itv. otherwise as before. Kidney function with 
indwelling catheter in place was 15 per cent 
in two hours. Blood urea now 82 mg. per 
100 e.e. 

Patient was rapidly digitalized and placed 
as much at rest as possible. He improved for 
the first few days; but on April 14, he de- 
veloped thrombosis of the left femoral artery. 
From this time on he gradually sank into 
uremic coma with a blood urea of 120 mg. 
per 100 c.c., leucocytes 38,000, blood pressure 
110/75, and suppression of urine. Many blood 
counts were made during this time, but re- 
vealed no change other than the decrease in 
both red and white corpuscles and the rise in 
the number of myelocytes. Patient expired 
on April 23, thirteen days after the last ad- 
mission. 

iagnosis—(1) Erythremia, (2) Arterio- 
sclerotic heart disease with chronic nephritis 
and edema, (3) Benign hypertrophy of pros- 
tate, (4) Thrombosis left femoral artery, (5) 
Cyst of kidney. 

Autopsy (by the late Dr. Harry T. Mar- 
shall).—This is reported in brief to give only 
the important findings: 

Anatomical diagnosis —Erythremia, Sple- 
nomegaly with metaplasia and extensive necro- 
sis of the spleen. Productive perisplenitis and 
infarction of the accessory spleen. Wide- 
spread obliterating endophlebitis of spleen, 
lungs, ete. Dark brown pigmentation of liver, 
heart, kidneys and the relatively normal rem- 
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nants of the spleen. Endarteritis and endo- 
phlebitis of the superior and inferior mesen- 
teric vessels, Early cirrhosis of liver. Fibro- 
sis of kidneys with many large retention 
cysts, particularly of the left kidney. (The 
cystic mass noted on physical examination was 
a retention cyst containing about 50 c.c. of 
fluid.) Bone marrow of the ribs and verte- 
brae was uniformly deep red with absence 
of yellow fat marrow. 

Histological diagnosis.—Generalized phlebo- 
sclerosis with reduction and obliteration of the 
vein lumina, and with thrombi (organizing) 
in the pulmonary veins. Infarction of lungs 
with ¢.p.c. and organization. Infarction of 
spleen with fibrosis and perisplenitis. Fibro- 
sis and atrophy of the kidneys with heman- 
gioma and cysts. Central atrophy and regres- 
sive changes in liver with peripheral hyper- 
plasia and adenomatous proliferation. Vacuo- 
lar degeneration of the islands of Langerhans. 
Slight, probably terminal, hemorrhagic in- 
flammation in the peripancreatic fat. Fibro- 
sis, atrophy and pigmentation of heart muscle, 
Pigmentation of liver, and kidney cells. 
Marked erythropoiesis in bone marrow. 


CoMMENT 

In several previously reported by 
Owen! and Engelking whom he cites, Osler, 
Cecil? et als, the familial tendency has been 
pointed out. And in this case, it seems quite 
probable the brother alluded to was a victim 
of the same condition. 

In this case, as in one recently reported by 
Davis,‘ there was hypertrophy of the prostate 
and downward displacement of the left kid- 
ney, the latter condition being most probably 
dlue to the pressure of an enormously enlarged 
spleen. In this instance, however, there was 
in addition a very large retention cyst, which 
was palpable on abdominal examination be- 
cause of its ectopic position. 

The autopsy findings are in accord with 
those previously reported, as cited by Osler? 
Cecil? and Milani But in addition, there was 
a generalized, possibly antecedent phlebosclero- 
sis, most marked in the spleen and lungs. 


cases 
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THE INCIDENCE OF VINCENT’S ANGINA 
IN THE STUDY OF FIFTY UNSE- 
LECTED CASES.* 

By B. N. PITTENGER, M. D., Roanoke, Va. 

In our routine work we have been finding 
patients with clear-cut clinical symptoms of 
Vincent’s angina, some of which are reported 
positive bacteriologically, others of which are 
reported negative. We also find patients with 
symptoms for which we are unable to account 
clinically, but which show Vincent’s by labora- 
tory procedure. Some of these patients clear 
up on treatment directed at Vincent’s. [In 
mouth and throat smears in instances in which 
certain symptoms prevail but Vincent's was 
not suspected, Vincent’s was shown bacterio- 
logically. In, we believe, as many instances 
where Vincent’s was suspected, it could not 
be demonstrated by laboratory procedure. 
Such procedure aroused a certain curiosity on 
our part and we decided to examine a series 
of smears for a basis for our conclusions. 
Fifty unselected specimens covering the Hos- 
pital Staff, nurses and patients, and patients 
us they appeared at the offices whether for 
eye or ear, nose and throat symptoms, were 
made. We classified patients as to mouth 
symptoms, or none, noting any symptoms that 
any patients might have attributable to in- 
fection in teeth, gums, tonsils or pharynx. 

Twenty-four specimens, or 48 per cent, were 
diagnosed in the laboratory as Vincent’s an- 
gina with gentian violet stain. Seventeen 
specimens were diagnosed positive Vincent's 
by the gram method. Each gram stain was 
corroborated by the gentian stain but seven 
gentian stains were not corroborated by gram 
stains. Literature states that the gram method 
is variable on the organisms of Vincent's an- 
gina. Of the twenty-four positive specimens. 
six had symptoms of bleeding gums, sore 
throat, temporal pain, sore hard palate, or sore 
teeth. Nine patients who had symptoms from 
which one would expect to find organisms in 





*Department of Oto-Laryngology, Gill Memorial Eye, Ear and 
Throat Hospital. 
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view of the fact of finding them in like speci- 
mens were negative. Of eighteen positive 
specimens with no symptoms, five were con- 
nected with the hospital and one was a pa- 
tient three years of age who has been a resi- 
dent here for over a year. Three connected 
with the hospital were not positive. One pa- 
tient, a two-year-old baby, was hospitalized 
because of laryngeal diphtheria. Smears from 
the tracheotomy tube, teeth and throat were 
negative for Vincent’s and, incidentally, were 
negative for diphtheria bacilli on both direct 
smear and culture. The patient, however, re- 
sponded promptly to antidiphtheritic meas- 
ures. One patient without any symptoms 
whatever, but who was reported positive, came 
to the office three or four days later with the 
complaint of pain in and around the incisor 
teeth. Another smear was positive and reg- 
istered the same bacteriology as the previous 
smear. This condition subsided promptly on 
treatment directed at Vincent’s. One patient 
with peri-tonsillar abscess was negative. One 
patient, who had had a tonsillectomy three 
weeks before and complained of dysphagia as 
the only symptom, tonsil pillars and fossae 
being clean, was found positive for Vincent’s. 
The Wassermann reaction in this patient was 
also positive. Whether syphilis or Vincent's 
angina was responsible for the pain could not 
be ascertained because the patient did not re- 
turn to the office. 

Patients with svmptoms of Vincent's showed 
the same bacteriology as positive smears from 
patients with no symptoms. Our laboratory 
diagnosis was made by comparing the slides 
of our series with slides from patients with 
clear-cut clinical symptoms. 

By the gentian method eight organisms were 
found—large bacilli, fusiform bacilli, spirilli, 
staphylococci, streptococci, diplococci, spore 
formers and bipolar bacilli. Five gram posi- 
tive organisms were found—staphylococci, 
streptococci, bacilli, diplococci and fusiform 
bacilli. Three gram negative organisms were 
found—spirilli, bacilli and staphylococci. 

In literature, Vincent's angina is variously 
named diptheroid angina, uleero-membranous, 
chancriform or ulcerative lacunar tonsillitis; 
trench mouth and putrid sore mouth. ‘The 
bacteriology is described as a fusiform bacil- 
lus associated with a spirillum. There are dif- 
ferences of opinion on staining properties. 





Classical text-book symptoms are those of 
ulceration of the gums and tonsils, occasionally 


in the larynx and pharynx, fever, local adeni- 
tis. putrid breath, increased salivation, dyspha- 
gia. One author states that Vincent’s is con- 
tagious, that one suffering from it should be 
isolated. Another author states that the in- 
fectivity has not been proved. 

Treatment by applications of tincture of 
iodine, copper sulphate, silver nitrate, sodium 
perborate, salvarsan or other arsenicals locally 
or intravenously and alkaline mouth washes 
has been described. It is our opinion that 
cleansing mouth washes, as sodium perborate 
and hydrogen peroxide, will suffice in most 
cases, Aggravated or long standing cases may 
react promptly upon administration of salvar- 
san locally or intravenously. 

SuMMARY 

The fact that five of eight hospital speci- 
mens were diagnosed in the laboratory as Vin- 
cent’s would bear weight toward the infec- 
tiousness of Vincent's. 

3acteriological diagnosis alone is futile in 
the selection of cases for treatment. 

Treating only those cases presenting classi- 
cal symptoms, as described in text-books, seems 
to us to be overlooking the greatest number 
of cases of Vincent’s angina. Not one of our 
fifty cases had text-book symptoms, but the 
symptoms that presented cleared up on treat- 
ment directed at Vincent’s angina. 


The Physicians’ Journal Club of the Eastern 

Shore of Virginia 

Held its regular monthly meeting at the 
Memorial Hospital, Nassawadox, Va., Septem- 
ber 9th. The general topic of discussion was 
“Infantile Paralysis.” Dr. W. J. Bradshaw, 
head of the Accomac-Northampton Health 
Unit, lead with a report of the seven cases 
seen within the past few weeks. Discussion by 
members of the club followed in which the 
various aspects of the disease, especially in 
regard to the remarkable results obtained 
from use of convalescent serum, were brought 
out. 

It was decided that the Club shall at each 
meeting decide upon subject for round-table 
discussion at the following meeting. This is 
to be held after the regular program shall have 
been disposed of. 

The next meeting of the Club will be held 
at Accomac on October 14th. Round-table dis- 
cussion will be on “Influenza.” speakers to be 
announced later. 

J. Mortimer Lyneu, Secretary. 
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President’s Message 


My Last President’s Message. 


This is the last President’s Message which 
I will send you. I feel it has been a great 
privilege to thus communicate with the mem- 
bers of the Society each month, and [I sin- 
cerely trust that my efforts have been of some 
little service. I have made an attempt to dis- 
cuss things which seemed to me important in 
running a Medical Society. I have taken the 
liberty of making some changes, which I hope 
will be of service, feeling that if they are not 
acceptable they can be changed at any time by 
the House of Delegates or by succeeding presi- 
dents. If any changes are thought to be of 
value and are adopted as a permanent part 
of the program of the Society I will be very 
much gratified. If, on the other hand, they 
are not considered practicable I certainly will 


not be grieved if my experiments are reversed, 
as what I have done is not personal but merely 
an attempt to benefit the profession of the 
State of Virginia. 

I am, however, making one innovation, which 
I do not want used as a precedent as it is 
purely a personal matter and for my own 
pleasure, I am taking this opportunity, as my 
last official act, of inviting all the members of 
the Medical Society of Virginia to an oyster 
roast on Thursday afternoon after the adjourn- 
ment of the Society. I hope that a large num- 
ber of men can be present, as nothing will give 
me greater pleasure than to be able to meet 
you thus in a social way after my official duties 
have ended. 


The Program. 


On another page of this issue of the Vir- 
GIntIA Mepican Monruty you will find the 
Program of our approaching meeting. This 
is in itself an innovation, but is a procedure 
which many societies have adopted, and ef- 
fects quite a saving in cash, as it will form a 
basis for the pamphlet Program. 

You will note other departures from our 
previous practice. An attempt has been made 
to make our Program a Scientific one and to 
use only the number of papers we feel can be 
read in the allotted time. Hence, it has 
been found necessary to read a number of pa- 
pers by title, instead of making a program so 
crowded that it would be impossible to get 
through everything and likewise impossible to 
know when a certain paper was to be read. In 
order to carry out this concept each session 
will be begun promptly on time with the pa- 
per beginning this Program, no paper being 
carried over from a previous session, If any 
man should fail to be present at the time his 
paper is called it may be possible to get in some 
paper from those supposed to be read by title. 
The Scientific Session of the Society will end 
on Thursday about noon. This will eliminate 
the deadly Thursday afternoon session when 
readers of papers only had as an audience the 
authors of other papers scheduled for the same 
session. It is felt that this was really the same 
as having a paper read by title and it further- 
more imposed a very unnecessary burden on 
the men scheduled for this hour. 

I feel that our Program is a good one, which 
should be an educational help 1 to anyone who 


will attend the meetings and listen to and dis- 
cuss the papers. It is hoped that the discus- 
sion will be full, as a good discussion is gen- 
erally more instructive than the original pa- 
per. 

On Tuesday evening we have scheduled two 
very delightful speakers from out of the state. 
We all know Dr. William S. Thayer, of Bal- 
timore, formerly Professor of Medicine at 
Johns Hopkins, Brigadier-General in the A. 
KE. F., and Ex- President of the American Medi- 
cal Association. It is always a treat to listen 
to him. Most of you remember the charming 
talk that Dr. David Lyman gave at the Lun- 
cheon Meeting given at the University of Vir- 
ginia last year. Dr. Lyman’s talks are always 
unusual and attractive, and our Society is to 
be congratulated on having him with us this 
year. 

There will also be ample opportunity for 
those who wish to take advantage of the social 
side of the Medical Meeting. Norfolk has many 
opportunities for entertainment, which we are 
very glad to take advantage of. The Medical 
Society of Virginia has expressed apprecia- 
tion of Norfolk’s entertainments in the past, 
and we hope that the present session will at 
least equal any one that has preceded it. The 
Norfolk County Medical Society will be greatly 
disappointed if we do not have an unusually 
large attendance. 


Cuartes R. Granpy. M. D., 
President, Medical Society of Virginia. 


| October, 
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Presidents and Places of Meeting of the Medical Society of Virginia 
At this season, when interest centers around man of the convention which assembled in 
the meeting of the Medical Society of Virginia, Richmond, November 2, 1870, to organize the 
ii seems that every one will be interested in Medical Society of Virginia. Below is given 
refreshing themselves on the names of presi- a list of presidents, followed by names of 
dents and places of meeting of our former ses- places and years of meetings over which they 
/ sions, presided : 
Dr, James B. McCaw, Richmond, was chair- 
PRES DENT PLACE OF MEETING YEAR OF MEETING 
A Dr. R. S. Payne, Lynchburg__-__--__-- sia sci UN ag et cv in cd ces eae 1871 
5 Dr. A. M. Fauntlerey, Siaunton.............-Lyneibere .2.2...5.2555....<.-.- 1872 
1 Dr. Harvey Black, Blacksburg________________ IS neces magicin aie a 1873 
’ Dr. A. G. Tebault, London Bridge_____ ee ES ee Ae A 1874 
d Dr. S. C. Gleaves, Wytheville.___._________ <a IID iia So a thts be dete ne tinea De 1875 
i Dr. F. D. Cunningham, Richmond____________ RENO Sicirtdieddcten cts Sip wile eeu 1876 
" Dr. Jas. L. Cabell, University_.._._.________ ROR, et ce ees 1877 
Dr. J. H. Claiborne, Petersburg______________ aie is acon Grrl eres bce oe tera 1878 
Dr. L. S. Joynes, Richmond____-__-__- 1 uh cy ne, Gc onc Sse chs 1879 
Dr. Henry Latham, Lyncaburg-_------_- eee PIN pices ie a aner dpe eens: 1880 
» Dr. Hunter McGuire, Richmond_______ laa ee TROD | cctnttemcomnacannesaweues 1881 
Dr. G. William Semple, Hampton_-__- nua ee CONNORS occ ce 1882 
Dr. W. D. Cooper, Morrisville_______ _........Fauquier White Sulphur Springs_-- 1883 
Dr. J. E. Chancellor, Charlottesville_______...Rockbridge Alum Springs ____-_-_-- 1884 
Dr. &. %. Jackson, Norfolk... ....2...:..4. Oy 1885 
Dr. Rawley W. Martin, Chatham_-___- ccusenn. egnemy Gorimes ....2.<<... Soccer 
Dr. Bedford Brown, Alexandria__-__- a ek ee aera re 1887 
Dr. Benjamin Blackford, Lynchburg_-_-__-- ere ee es ae ee eee eee 1888 
Dr. H. W. Rowe, Orange C.. WH o........- ER Ee ee Ae 1889 
Dr. Gacar Wiley, Salem............ aa EE ee ee 1890 
Dr. Wm. W. Parker, Richmond_-_-__-._.._.__._.__._Rockbridge Alum Springs --------- 1891 
Dr. H. Gray Latham, Lynchburg____-__-___-_ EE. ccaacinencckcaneascaae 1892 
Dr. Herbert M. Nash, Norfolk__---- Cnksntuc ne MNO oS ogee cccesees 1893 
Dr. William P. McGuire, Winchester_-_ ap che I os 2 oe ee Stee 1894 
Dr. Robert J. Preston, Abingdon________- mee ee ee eee mn eee oe 1895 
) De: Wm. bi Bephseon, Danvilie...............WYyPevie <n. cccneceecncca cease 1896 
Dr. Geo. Ben Johnston, Richmond__________- -Rockbridge Alum Springs_---------- 1897 
Dr. Lew: 3. taervie, . Dawyilie................Het Sprig 2... ec kcewce 1898 
Dr. Jacob Michaux, Richmond................ Virgin's Beach <2... scsiscccccnan.. 1899 
De.. Hush T. Newson; Chariottesville...._.....BRi¢hmond ....23.-22...2.c-52...5.-. 1900 
Dr. J. R. Gildersleeve, Tazewell____---~- inn OPOEME 6 setecteeeese eee sue 1901 
pr. 2... 8: Mertm, Stuatt.........-.... i ele ed RRORNEE 2. sinc cnc eeenekeos 1902 
Dr. John N. Upshur, Richmond............- ac NOW Sacccancwectbcboe sas 1903 
Dr. Joseph A Gale, Roanoke___________ awe MUNN ain concen ncoudiescucace= 1904 
Dr. Wm. S. Christian, Urbanna______________ MEE Sec cccassnchesaouneaumson 1905 
Dr. Lomax Gwathmey, Norfolk____- ee ee ae ee ete ere eres ees 1906 
Dr. Paul B. Barringer, Charlottesville____._.__Charlottesville __-..___.._-___--_____ 1907 
Dr. Wm. F.. Drewry,. Petersburg____.__.______ i eh Sd eT See ee AEE Res 1908 
Dr. Stuart McGuire, Richmond__-__-_ ee ne ee woe ee 1909 
De. Ta. “h. eees; BPIBOOOR ..26.26-2-50.00 6s PUN actin mmc ease ea abeoese 1910 
Dr. ©. ©. Wriekt, Jarratt........... cic cv kvem och ES 2 aie cc atin eee aaageekie cepa a ie 1911 
Dr. Hugh M. Taylor, Richmond______-________ RIND. inne cma samme 1912 
Dr. Southgate Leigh, Norfolk_____________ ES no So eta apeeeeness 1913 
Dr. Stephen Harnsberger, Catlett_____ ee a eS ee eee eee 1914 
Dr. Samuel Lile, Lynchburg____-_____-___- x SN Caches ck ceeds trp Sei 1915 
Dr. Joseph A. White, Richmond_____________- OE TINUINE cts ind cece ts Silas semaines meet ea cards 1916 
Dr. Geo. A. Stover, South Boston_______- cn. acini ea eae eae 1917 
Dr. E. G. Williams, Richmond. Owing to in- 
fluenza epidemic and the World War, 
meeting was not held in 1918, and Dr. 
Williams held over as president__________ LL eee ee ae ee 1919 
Dr. Paulus A. Irving, Farmville__._._________ PUNE, ods enue eee 1920 
Dr. Alfred L. Gray, Richmond____--_-_-__-___ DEEN cocci eu bse eee. ics 
De. B. C: &. Taliaferre, Norfolk.............. | ear Pee eek eee ee 1922 
Dr. John Staige Davis, University__.__________ Re nee eee eee 1923 
i. .. W. Crate Petaekt. on ee OER ee CE 1924 
Dr. Hunter H. McGuire, Winchester______--___ ES Oe See pear e S oe 1925 
Oe. We. Tc. WR Nee. cnc ots RI techy tink seme Ee re 1926 
Dr. J. Shelton Horsley, Richmond___________-_ EN ge alc gs ah rete 1927 
Dr. J. W.. Preston, Reamoke.................. ae Oe Ae ee oe ee 1928 
Dr. J. Bolling Jones, Petersburg_____.__-_-_-- [SEENON ices taceeman 1929 
Dr. Charles R. Grandy, Norfolk____---------- ROEUNE  wsccanccadactnucacasecucesece 1930 
*On account of Dr. Chaffin’s illness, the first vice-president, Dr. H. H. McGuire, of Winchester, presided in 1924. 
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Department of Clinical Education 


OF THE MEDICAL SOCIETY OF VIRGINIA 


Continuation Education for Practitioners. 

This month marks the first anniversary of 
the work of this Department. Being the edu- 
cational agency of the Society, and in fact its 
only regular and continuous activity during 
the interim between annual sessions, great in- 
terest has followed its development and con- 
structive work during the year now closing. 

The members of the Society throughout the 
State have readily accepted their obligations 
to each other in this work, and, whenever re- 
quested, have gladly responded with their skill 
and experience to teach others what they had 
personally acquired through years of pro- 
fessional practice. 

From time to time, the individual and con- 
certed methods employed to this end have been 
noted in this section, and the central idea in 
all the work has been to. provide opportuni- 
ties for the general practitioner to obtain the 
more recent viewpoints, and to observe new 
procedures in special lines of work, together 
with new methods of diagnosis and of treat- 
ment. [ 

No attempt has been made to give compre- 
hensive graded courses, nor fundamental basic 
science courses, for these will be left to the 
regularly organized Post-Graduate courses of 
our Medical Colleges, but the aim has been to 
teach Medicine of today to the general prac- 
titioner, mainly by practical methods and non- 
operative clinics and clinical conferences held 
in his own immediate community. 

The great interest already manifested in 
this work is most noteworthy, and promises 
much for the future. Medicine is an ever- 
growing and expanding science, as well as art, 
and no individual physician can scale its 
heights, nor measure its depths, but must study 
continually its evolution and development. 

Consequently, each sincere searcher after 
scientific truth is ready and willing to give and 
take of his own and of another’s riches in 
knowledge and experience. Thus, equality of 
medical learning is acquired and shared, and 
best of all, professional contacts are secured, 
that give to the busy practitioner in the rural 
districts, who is necessarily deprived of these, 
equal benefits with the city physician with 
college-teaching affiliations. 


Pursuant to our By-Laws, new officials will 
assume charge of this work for the Society. 
after the meeting in Norfolk, and it is believe:! 
that they will enlarge its usefulness, and en- 
ergize its activities. 

In retiring, though not relinquishing our 
interest in this educational work, may we ex 
press the wish, as we cherish the hope, that 
to them, as to us, members will continue to 
give their interest and support, for our pro 
fession, as well as our Society, needs the abic 
ing love and loyalty of every member in this 
great cultural and constructive work. 


Clinch Valley’s Recent Meeting 

——-On September 20th, The Clinch Valle 
Medical Society, composed of seven county as- 
sociations, met in its Fall session at Norton, 
Va., and held an all-day session. Dr. J. B. 
Wolfe, President, delivered a short address 
on “Some of the Methods Advised in Present- 
Day Medical Progress.” Following this, other 
papers and discussions were: 

“A Discussion of Foetal and Maternal Mor- 
bidity and Mortality.” Dr. Harry H. Ware. 
Jr., Memorial Hospital, Richmond. 

“Important Pediatric Considerations.” Dr. 
St. George T. Grinnan, Professor of Pedia- 
trics, Medical College of Virginia, Richmond. 

“The Health Problems of Southwest Vir- 
ginia.” Dr. Ennion G. Williams, State Health 
Commissioner, Richmond. 

“Routine Diagnostic Procedures in Medica! 
Examinations.” Dr. Manfred Call, Depart- 
ment of Medicine, Medical College of Vir- 
ginia, Richmond. 


“Cancer of the Uterus.” Dr. Charles R. 
Robins, Department of Surgery, Medical 


College of Virginia, Richmond. 


Scheduled Meetings 

The following programs will be presented 
during the month of October before the Nor- 
folk County Medical Society. Visitors are al- 
ways welcome and are cordially invited to take 
part in the discussions. 
Monday, October 13th. 
GERY AND GYNECOLOGY: 

Emergency Cystoscopy in Ureteral Calculus 
—Dr. Thos. V. Williamson. 


Section on Sur- 
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Some Observations on Head Tnjuries—Dr. 
Geo. W. Schenck. 

-Monday, October 20th. 
ciINE AND Pusiic Hear: 

The Value of Iron in the Treatment of the 
Anemias—Dr. Walter B. Martin. 
——Thursday, October 23rd, Secviox on Eye, 
Ear, Nose anp THroat: 


Secrion on Mepr- 


The Use of Prisms in Muscle Anomalies—- 
Dr. H. J. Jordan, Lt. Comdr. U. S. Naval 
Hospital, Norfolk. 

Treatment of Convergent Strabismus—Dr, 
A. D. Morgan. 

Technique of Localization of Foreign Bodies 
in the Eye (lantern slides)—-Dr. L. F. 
Magruder. 

Treatment of Foreign Bodies Imbedded in 
the Cornea, and Complications—Dr. L. Leroy 
Jones. 

—— Monday October 27th, 
ATRICS : 


SECTION ON PeEpI- 


Three Years’ Experience with Goat’s Milk 
in Infant Feeding—Dr. Dandridge P. West. 

What Progress in Dr. 
W. L. Harris. 
——Monday, November 10th, Svuraican Crric 
by Officers of the Marine Hospital, under di- 
rection of the Surgeon in Charge, Dr. S. L. 
Christian, 


Infant Feeding? 





——— On October 21tst-22nd-22rd, the Medical 
Society of Virgina will convene in annual ses- 
sion at Norfolk, Dr. Charles R. Grandy. Presi- 
lent. 

The program as prepared by the Program 
Committee appears elsewhere in this issue. 





—On Tuesday. November 18th, beginning at 
2:00 P. M., a clinical and scientific meeting 
will be held at Burkeville with Dr. W. H. 
Venable, Superintendent and Medical Direc- 
tor of the Piedmont Sanatorium, and the Post- 
(rraduate Medical Society, cooperating. 


Other Clinical Meetings 


In order that our members may know some- 
thing of the interest being taken elsewhere at 
the present time in clinical courses for gen- 
eral practitioners, the following will be of in- 
terest: 

—From October 20 to 31, 1930, the Third 
Annual Graduate Fortnight of The New York 
Academy of Medicine will be held. The gen- 
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eral subject which has been chosen for this 
year is “Medical and Surgical Aspects of Acute 
Bacterial Infections.” 

The program as arranged is in two parts—- 
coordinated afternoon clinics to be held in ten 
important hospitals in the city, and evening 
meetings to be held at the Academy. An 
added feature of this year’s Fortnight will be 
an exhibit of anatomical, bacteriological and 
pathological specimens and research material 
hearing upon the yarious aspects of the subject. 

In the afternoons ten of the large hospitals 
of the city, with an abundance of clinical ma- 
terial, will cooperate in the Fortnight by pre- 
senting specially arranged clinical programs 
bearing upon different phases of the general 
subject. 

Evening sessions will be held at the Aca- 
demy, at which well-known authorities wil! 
discuss many phases of the general subject. 
——From October 20-24, 1230, The Inter-State 
Post-Graduate Medical Association of North 
America will hold its International Assembly 
in the Municipal Auditorium, Minneapolis, 
Minn., Dr. Edwin Henes, Jr., M. D., Executive 
Secretary. 


Practical Psychiatry Courses 

It will be recalled that last Winter this sec- 
tion announced that the State Hospitals of 
Virginia had been opened for the first time 
publicly to the medical profession for clinical 
instruction, and jt is now a great pleasure to 
announce, through the courtesy of Dr. H. C. 
Henry, Superintendent, that the Central State 
Hospital at Petersburg, in response to requests 
from the Dean and Professors of Psychiatry 
of the Medical College of Virginia, will give 
a course in practical Psychiatry for the stu- 
dents of the college. 

The Junior class will spend two weeks there, 
alternating by sections during the scholastic 
vear, and the schedule which follows was be- 
gun on September 18th: 


MORNING SCHEDULE (Each Week) 


Monday, 9 to 12—Physical examination new admis- 
sions, taking blood and spinal fluid for labora- 
tory d’agnosis and ward rounds, under direction 
Dr. Hyatt. 


Tuesday, 9 to 12—Staff conference, mental disease 
clinic, and ward rounds, under direction Dr. 
Henry. 


Wednesday, 9 to 12—Mental examination new admis 
sions and ward rounds, under direction Dr. Wim- 
bish. 

Thursday, 9 to 12—Mental examination new admis- 
sions and ward rounds, under direction Dr. Brent. 
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mental disease 
under direction Dr. 


Friday, 9 to 12—Staff conference, 
clinic, and ward rounds, 
Gill. 

Saturday, 9 to 12—Physical examination new ad- 
missions and ward rounds, under direction Dr. 
Hopkins. 


AFTERNOON SCHEDULE (First Week) 
Monday, 2 to 5—Medical Center. Histories, physical 


examinations and progress notes. (Autopsies 
and operations when scheduled). 
Tuesday, 2 to 5—Male Psychopathic. Study of se- 


lected cases of acute pSychoses, under direction 
Gill. 

Wednesday, 2 to 5—Medical Center. Syphilitic treat- 
ments, laboratory, histories, physical examina- 
tions and progress notes. (Autopsies and opera- 
tions when scheduled). 

Thursday, 2 to 5—Female Psychopathic. Study of se 
lected cases of acute psychoses, under direction 
Dr. Gill. 

Friday, 2 to 3:30. Epileptic Building. 
lected cases of epilepsy. 

3:30 to 5—Medical Center. 
direction Dr. Gill. 


Study of se- 


Assigned work, under 


AFTERNOON SCHEDULE (Second Week) 


Histories, physical 
(Autopsies 


Monday, 2 to. 5—Medical Center. 
examinations and progress notes. 
and operations when scheduled). 


‘Tuesday, 2 to 5—East View. Study of selected cases 
of mental defectiveness, under direction Dr. Gill. 

Wednesday, 2 to 5—Medical Center. Syphilitic treat- 
ments, laboratory; histories, physical examina- 
tions and progress notes. (Autopsies and opera- 
tions when scheduled). 

‘Thursday, 2 to 5—Chronic Building. Study of se- 
lected cases of chronic psychoses, under direc- 
tion Dr. Gill. 

Friday, 2 to 3:30—Criminal Building. Study of se- 
lected cases among the criminal insane. 

3:30 to 5—Medical Center. Assigned work, under 
direction Dr. Gill. 


Information 

All members of the State Society are re- 
quested to write for any information desired 
on any subject relative to these Extension 
Courses in Graduate Medical Education, either 
to the Acting Executive Secretary, Mr. 
George W. Eutsler, P. O. Box 707, University, 
Va., or to the Chairman of the Department 
of Clinical Education, 5 East Franklin Street, 
Richmond, Va. 





Woman’s Auxiliary, 
to the 


Medical Society of Va. 


Preliminary Program for Annual Meeting. 

Below we give the Preliminary Program 
for the annual meeting of the Woman’s Auxil- 
jlary, in Norfolk, October 21-23. 
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[Octob-r, 
It is hoped that as many of our members 4s 
possible will attend. 
Mrs. F. W. Ursuur, President. 


Tuesday, October 21 
3:00 P. M. 
Registration. 


8:00 P. M. 

Opening meeting of the Medical Society of 
Virginia in the Ballroom of the Montice!lo 
Hotel. The principal speakers on this oe- 
easion will be: 

Dr. Charles R. Grandy, President, Norfolk. 

Dr. David R. Lyman (/nvited Guest), New 
Haven, Conn. 

Dr. Wm. S. Thayer (/nvited Guest), Balti- 
more, Md. 


Wednesday, October 22 
10:00 A. M. 
Meeting of the Executive Board at Woman's 


Club. 


1:00 P. M. 
Oyster Roast for a// ladies at one of the re- 
sorts, followed by a shore drive in the after- 
noon. 


10:30 P. M. 

Buffet supper, music and dancing at the 
Norfolk Country Club, for doctors and ladies 
accompanying them. Admission by cards 
which must be secured at Registration desk. 

Thursday, October 23 
10:00 A. M. 

Annual meeting at the Woman’s Club, 524 
‘airfax Avenue. This will be followed by 
luncheon and a drive to the Naval Base to 
witness drill. 

The Annual Meeting is open to wives, 


mothers, sisters and daughters of doctors, and 


they are all urged to attend, whether or not 
members of the Auxiliary. 


The time and place of the final Executive 
Board meeting will be announced at the an- 
nual meeting, by the in-coming President. 





A GOOD RULE 
If your ears would keep from jeers, 
Five things keep meekly hid: 


Myself and I and mine and my 
And what “I said and did.” 


—Selected. 
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PRELIMINARY PROGRAM 
MEDICAL SOCIETY OF VIRGINIA 


Sixty-first Annual Session Norfolk 
OCTOBER 21, 22 and 23, 1930 
Headquarters: MontTIcELLo Hote. 


SCIENTIFIC PROGRAM 


Tuesday, October 21, 1930 
8:00 P. M. 
Ballroom, Monticello Hotel 
Open to Profession and Public 
Call to Order—W. L. Harris, M. D., Chairman, Com- 
mittee of Arrangements. 
Announcements. 

Address of Welcome—F. D. Wilson, M. D., President, 
Norfolk County Medical Society. 
Response to Address of Welcome—J. W. 

M. D., Roanoke. 
Memorial Hour (audience 
White, M. D., Richmond. 
Address of President—Charles R. Grandy, M. D., 
Norfolk. 
Address—David R. Lyman, M. D. 
New Haven, Conn. 
Address—William S. Thayer, M. D. (invited guest), 
3altimore, Md. 





Preston, 


standing)—Joseph A. 


(invited guest), 


Wednesday, October 22, 9:30 A. M. 


Symposium on Syphilis 

(a) Cutaneous Manifestations of Syphilis—D. C. 
Smith, M. D., University. 

(b) Syphilis in Relation to Internal Medicine— 
Wm. B. Newcomb, M. D., Norfolk. 

(c) Syphilis in Its Relation to Surgical Neurol- 
ogy—C. C. Coleman, M. D., Richmond. 

(d) Prevention of Syphilis—C. B. Ransome, M. D., 
Roanoke. 

Discussion: Carrington Williams, M. D., Rich- 

mond, and C. E. Conrad, M. D., Harrison- 
burg. 





Voluntary Papers 

Cancer of the Stomach, with Special Reference to 
Its Incidence, Diagnosis and Treatment—J. 
Shelton Horsley, M. D., Richmond. 

Primary Carcinoma of the Small Intestine—W. H. 
Goodwin, M. D., University. 

The Value of the Roentgen Ray in the Diagnosis of 
Lesions of the Colon—Claude Moore, M. D., 
Washington, D. C. 

An Ideal Appendectomy—M. B: Hiden, M. D., War- 
renton. 

Carcinoma of Rectum and Sigmoid—Stanley H. 
Graves, M. D., Norfolk. 


Wednesday, 3:00 P. M. 

The Extract of Watermelon Seed in the Treatment 
of Hypertension—Blanton P. Seward, M. D., 
Roanoke. 

The Significance of Blood Pressure Changes in Hy- 
pertension (lantern slides)—J. Edwin Wood, Jr., 
M. D., University. 

Syphilitic Cardiovascular Disease—William B. Por- 
ter, M. D., and Dudley C. Ashton, M. D., Rich- 
mond. 

Thyroid Extract in the Treatment of Certain Cardiac 
Diseases—D. G. Chapman, M. D., Richmond. 


Encephalography in the Diagnosis of Brain Lesions 
(lantern slides)—J. G. Lyerly. M. D., Richmond. 

The Use of the Roentgen Ray in the Diagnosis of 
Brain Tumors—(lantern slides)—J. L. Tabb, 
M. D., Richmond. 

Congenital Hypertrophic Stenosis of the Pylorus— 
Wm. B. McIlwaine, M. D., Petersburg. 

The Management of Open Safety Pins in the Air and 
Food Passages (lantern slides)—E. G. Gill, M. 
D., Roanoke. 

Treatment of Carcinoma of the Cervix by Radium 
and X-Ray—Edgar M. McPeak, M. D., Wash- 
ington, D. C. 

Atypical Problems in the Injection Treatment of 
Varicose Veins (lantern slides)—Eugene Low- 
enberg, M. D., Norfolk. 


Wednesday, 8:15 P. M. 

Acute Pneumonitis Due to Infection by Vincent's 
Organism: Report of Three Cases—Dewey 
Davis, M. D., and Edgar C. Harper, M. D., Rich- 
mond. 

Important Developments in Thoracic 
Frank S. Johns, M. D., Richmond. 

Closed Internal Pneumolysis: An Aid in the Pneu- 
mothorax Treatment of Pulmonary Tubercu- 
losis (lantern slides)—I. A. Bigger, M. D., Rich- 
mond. 

The Care and Prognosis of Extra-Mural Epileptics 
(lantern slides)—David C. Wilson, M. D., Uni- 
versity. 

The Management of the 
Gayle, M. D., Richmond. 

Early Findings in Disseminated Sclerosis—James 
Asa Shield, M. D., Richmond. 


Surgery— 


Psychoneurotic—Finley 





Buffet Supper for Doctors and Ladies at Norfolk 
Country Club, following Scientific Program. 


Thursday, October 23 


9:00 A. M. 
Avertin in General Surgery—I. H. Goldman, M. D., 
Richmond. 
Avertin: A Rectal Method of General Anesthesia— 


W. K. Dix, M. D., and John S. Horsley, Jr., M. 
D., Richmond. 

Differential Diagnosis of Tularemia—S. D. Black- 
ford, M. D. University. 

Report of a Series of Four Tumors of the Kidney 
Occurring in Children Under Five Years of 
Age—Julian L. Rawls, M. D., Norfolk. 

Neoplasms of the Urachus: Report of Two Cases of 
Carcinoma (lantern slides)—R. L. Payne, M. D., 
and R. DuVal Jones, M. D., Norfolk. 

Laboratory Diagnosis of Syphilis—G. Foard Mc- 
Ginnes, M. D., and Adah Corpening, Richmond. 

An Analysis of 207 Consecutive Operations Upon Pa- 
tients Suffering with Thyroid Disease—J. M. 
Emmett, M. D., Clifton Forge. 

The Hypothyroid State—Edward L. Alexander, M. D., 
Newport News. 

An Unusual Type of Splenic Anemia—B. M. Ran- 
dolph, M. D., Charlottesville. 
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Torsion of the Omentum Presenting Symptoms and 
Signs of Acute Appendicitis—W. B. Huff, M. D., 
Roanoke. 

Zine Stearate Aspiration with Report of a Case— 
Ernest G. Scott, M. D., Lynchburg. 

Familial Dystrophy of the Hair and Nails: Report of 
Three Cases—Kinloch Nelson, M. D., Richmond. 





Thursday, 12:30 P. M. 
Special Order—Report from the House of Delegates 





Papers to be Read if Time Permits 

Material Medicine (A Corollary of Medical Jazz, by 
Roy K. Flannagan, M. D.)—Wm. O. Bailey, Lees- 
burg. 

Cancer Education—Southgate Leigh, M. D., Norfolk. 

Medical Supervision of Airplane Pilots—Nelson Mer- 
cer, M. D., Richmond. 

Fat Embolus: Report of a Case with Recovery— 
Elisha Barksdale, M. D., Lynchburg. 

The Biological Relationship of Eugenics to the De- 
velopment of the Human Race—John H. Bell, 
M. D., Colony. 

Whither Are We Drifting as a Profession? Some 
Facts Worthy Our Consideration as Loyal Phy- 
sicians—B. C. Keister, M. D., Harrisonburg. 

Phrenicotomy in the Treatment of Suppurative 
Pulmonary Disease—C. P. Cake, M. D., Detroit, 
Mich. 

Dislocation of Knee with Rupture of Popliteal Artery 
and Vein—Randolph L. Anderson, M. D., Rich- 
mond. 

Training the Prospective Young Mother in the Feed- 
ing of her Child—Alvah Stone, M. D., Roanoke. 

Health Audits (lantern slides)—A. A. Houser, M. D., 
Richmond. 


All papers and contributions are the property of 
the Society and should be given the Reporter im- 
mediately after presentation, for publication in THE 
MONTHLY. 


Induction of New President. 

Adjournment. 

Oyster roast for men only, immediately following 
the Scientific Program. 


ANNOUNCEMENTS 


REGISTRATION AND INFORMATION BUREAU 
7th Floor, Monticello Hotel. 


Dues may be paid at Registrar’s desk. Please ad- 
vise Registrar of any change of address. 


GENERAL AND SCIENTIFIC MEETINGS 
Ballroom, 7th Floor, Monticello Hotel. 


BUSINESS SESSIONS 
Executive Council—Small Dining Room, 6th Floor, 
Monticello Hotel, Tuesday, October 21, at 12 M. 


House of Delegates—Small Dining Room, 6th Floor, 
Monticello Hotel, Tuesday, October 21, at 2:30 
P. M., and Wednesday, October 22, at 9:00 
A. M. 


SCIENTIFIC AND COMMERCIAL EXHIBITS 
7th Floor, Monticello Hotel. 


WOMAN’S AUXILIARY 
Meetings at Woman’s Club, 524 Fairfax Avenue. 


| October, 


INVITED GUESTS 


Dr. William S. Thayer, Baltimore, Md. 
Dr. David R. Lyman, New Haven, Conn. 


LUNCHEON MEETINGS 
Wednesday, October 22, at 1:00 P. M. 


Secretaries of Component Societies, at Fairtax 
Hotel. Luncheon, $1.00. Reservations should be 
made through the State Secretary, Miss Agnes Ed- 
wards or at Registration Desk. 





Virginia Pediatric Society will hold its annual 
luncheon at Southland Hotel. Luncheon, $1.50. 
Reservations should be made through Dr. Claiborne 
Willcox, Medical Arts Building, Norfolk, not later 
than October 20th. All members of State Society 
are invited. 

The special speaker for this occasion will be Dr. 
John Lovett Morse, of Boston, Mass., whose subject 
will be “The Thymus and Status Lymphaticus.” 


Virginia Roentgen Ray Society members will be 
guests of Dr. James W. Hunter, at Monticello Hotel. 


The Alumni Association of the Medical College of 
Virginia will have its “get together” luncheon at 
Southland Hotel. Luncheon, $1.25. Reservations 
should be made through Dr. Julian L. Rawls, Medical 
Arts Building, Norfolk. 

Dr. Walter E. Vest, president of the Association, 
will act as chairman. 


ENTERTAINMENTS 


Tuesday, October 21, at 10:00 A. M.—Golf Tourna- 
ment at Norfolk Country Club. Luncheon served 
to players only, after game. 

Wednesday, October 22, 10:30 P. M.—Buffet supper, 
music and dancing for doctors and ladies, at Nor- 
folk Country Club, following scientific program. 
Admission by card only, obtained at Registration 
desk. 

Thursday, October 23, immediately after adjourn- 
ment.—Oyster roast for men only, given by the 
president, Dr. Charles R. Grandy. Admission by 
card to be obtained at Registration desk. 


In order to plan for various entertainments, early 
registration of all members and visitors is desired. 


SCIENTIFIC EXHIBITS 
Monticello Hotel—Seventh Floor 
1. American Society for the Control of Cancer, New 
York City. 

— Social Hygiene Association, New York 

ity. 

3. Dr. George B. Lawson, Dr. W. P. Jackson, and 
Dr. J. E. Gardner, Roanoke, Va.—‘‘Pneumo- 
coniosis in Iron Miners.” 

4. Dr. John S. Horsley, Jr., St. Elizabeth Hospital, 
Richmond, Va.—“Tumors of the Face.” 

5. Dr. E. G. Gill, Gill Memorial Eye; Ear and Throat 
Hospital, Roanoke, Va.—‘Foreign Bodies in 
the Air and Food Passages.” 

6. Dr. Vincent W. Archer, and Dr. Charles H. Peter- 
son, X-ray Department of University of Vir- 
ginia Hospital, University, Va—‘The Roent- 
gen Diagnosis of Intestinal Ascariasis.” 

7. Specimens from the Medical Museum of the 
University of Virginia, collected and arranged 
by Dr. Charles Bruce Morton, Department of 
Surgery and Gynecology, University of Vir- 
ginia. 
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CLINICS 
Tuesday, October 21 


2:09 to 4:00 P. M.—Nervous and Mental Disease 
Clinic, at The King’s Daughters’ Clinic—Dr. J. S. 
DeJarnette, Staunton, Va., and Dr. Charles W. 
Putney, Staunton, Va. 


-30 to 5:30 P. M.—-Surgical Clinic at St. Vincent’s 
Hospital. 
9°30 to 3:30 P. 

Angina Pectoris’—Dr. I. A. 
mond, Va 
:30 to 4:30 P. M.—‘Congenital Obstruction of the 
Urethra”—Dr. Austin I. Dodson, Richmond, Va. 
4:30 to 5:30 P. M.—‘Spinal Anesthesia’”—Dr. R. L. 
Payne, Norfolk, Va. 


M.—‘The Surgical Treatment of 
Bigger, Jr., Rich- 


:30 to 5:30 P. M.—Medical Clinic at the Norfolk 
Protestant Hospital. 

:30 to 3:30 P. M.—*“The Bedside Recognition of 
Cardiac Arhythmias”’—Dr. J. C. Flippin,. Uni- 
versity, Va. 

3:30 to 5:30 P. M.—‘“‘Angina Pectoris’’—Dr. William 

B. Porter, Richmond: Dr. F. C. Rinker, Dr. C. L. 

Harrell, Dr N. G. Wilson, Dr. M. S. Fitchett. 





Proceedings of Societies 


The Accomac Medical Society 

Held its regular monthly meeting the middle 
of September, in the Hotel at Accomac. Dele- 
gate and alternate were elected to the Norfolk 
meeting of the State Society. Dr. John W. 
Robertson was re-elected trustee of the North- 
ampton-Accomac Memorial Hospital at Nas- 
sawadox, to represent this Society. A matter 
discussed at this meeting was the annual medi- 
cal banquet, for which Drs. J. Hf. Avres, J. L. 
DeCormis and Fred Edmonds are committee 
in charge. Following the business meeting, 
the members entered into an informal round 
table discussion of medical problems. Officers 
of the Society are: President, Dr. W. W. 
Kerns, Bloxom: vice-president, Dr. J. H. 
Hiden, Pungoteague; and secretary-treasurer, 
Dr. John W. Robertson, Onancock. 
The Loudoun County Medical Society 

Held its regular monthly meeting with a 
good attendance, at the home of Dr. G. Frank 
Simpson, Purcellville. September the 9th. 
Papers were presented by Dr. W. A. Bloedorn, 
of Washington, D. C.. on “New Cardiac As- 
pects and New Cardiac Therapeusis.” and by 
Dr. J. C. Eckhardt, also of Washineton, on 
“Cod Liver Oil: Its Vitamines and Those of 
Some Other Foods.” A very unusual and in- 
structive feature of the prozram was a con- 
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vincing demonstration in hypnotism by Dr. 
Joseph H. Gerdis, of Providence Hospital. 
Washington. 

The secretary was directed to inquire from 
the Commissioner of Health the best way to 
stop anti-typhoid inoculations by unauthorized 
persons, especially trained nurses. Dr. Bloe- 
dorn, citing instances, warned of the danger 
of permitting anyone but physicians to ad- 
minister the vaccine. 

Dr. G. Frank Simpson is president of this 
Society: Drs. J. B. Hackley, Purcellville, and 
G. H. Musgrave, Leesburg, vice-presidents: 
and Dr. Wm. O. Bailey, Leesburg, secretary. 
The Amelia County Medical Society, 

At a recent meeting held at Amelia, Va.. 
elected Dr. J. I. Hamner, Mannboro, presi- 
dent: Dr. Craig: Eggleston, Amelia, vice-presi- 
dent; and Dr. Geo, A. Arhart, Amelia, secre- 
tary-treasurer, Delegate and alternate were 
elected for the Norfolk meeting of the State 
Society at this time. 

The Second District Medical Society 

Held its first regular meeting in Suffolk, 
Va.. September 17th. The meeting was well 
attended, each of the five counties comprising 
the Society being well represented. Dr. te. a 
Raiford, Franklin, presented a paper on “Some 
Helps for Building an Office Practice.” and 
Dr. J. Lewis Rawls, Suffolk, read a paper on 
“A Discussion of Normal and Pathological 
Conditions of the Thyroid Gland.” Dr. G. R. 
Joyner, Suffolk, is president of this Society, 
and Dr. F. C. Rinker, Norfolk, secretary. 


The Southside Virginia Medical Association 

Held its regular quarterly meeting at Court- 
land, Va., September 9th, with an attendance 
of between forty and fifty physicians. Dr. 
J. A. Grizzard, Drewryville, is president, and 
Dr. R. L. Raiford, Franklin, secretary. The 
reception Committee, composed of Drs. W. T. 
McLemore, E. F. Reese, Linwood Farley and 
J. A. 
members and 
Hotel, between the afternoon and evening ses- 


Grizzard, arranged for dinner for the 


visitors at the Southampton 


Papers were presented by Dr. J. E. 


sions. 
Nance, Franklin, Dr. Linwood Farley, Court- 
land, Drs. C. L. Harrell, and Frank Redwood, 
Norfolk, Dr. B. B. Bagby, Franklin, and Drs. 
J. S. Horsley. Jr.. W. K. Dix and W. R. 


Graham, of Richmond. 
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. It was decided to hold the next meeting in ness—A Series of Five-Minute Presentations; \ 
Petersburg, on the second Tuesday in Decem- Conserving Vision in Industry; Social Hyg ene 
ber, at which time will be held the election of in Relation to Prevention of Blindness; ‘l'ra- FO 
officers. choma; Addresses Given at Open Meeting and 
Reception Arranged by Ophthalmic Section 
Th T h b M os of the St. Louis Medical Society; Vision |! ts- 
e rut A out edicine tice for the Young Child; and several Round- 
In addition to the articles enumerated in our Table Discussions. 
letter of July 26th, the following have been accepted: +e Candiru. The Only Vertebrate Parasite of Man, ve 
International Vitamin Corporation ggg shale . ia | areca eenertiaal > ner the 
I Vv Cc Vitamin Concentrate of Cod Liver Oil By EUGENE WILLIS GL DGER, Ph. D., Bibli- 
i ae 7 7 ; ographer and Associate in Ichthyology, American j 
: National Drug Co. Museum of Natural History, New York City. With Co 
_ Rann Seen. a Foreword by ALFRED SCOTT WARTHIN, Ph.D, ” 
Parke, Davis hy a ; M. D., LL.D, Professor of Pathology and Director 
Gas-Gangrene Antitoxin (Combined), Refined and of the Pathological Laboratories in the University 
_ Concentrated. . of Michigan, Ann Arbor. Paul B. Hoeber, Inc. New vi 
Soluble Gelatin Capsules, Parke, Davis & Com- York. 1930. 12mo of 120 pages. With 18 Illustra- ach 
pany’s Standardized Cod Liver Oil, 10 minims. tions. Cloth. Price, $1.50. 
Soluble Gelatin Capsules, Parke, Davis & Com- 
pany’s Standardized Cod Liver Oil, 20 minims. Arterial Hypertension. By EDWARD J. STIEGLITZ, } 
Soluble Gelatin Capsules, Parke, Davis & Com- M. S., M. D., Assistant Clinical Professor of Medi- 
pany’s Standardized Cod Liver Oil, 2.5 Gm. cine, Rush Medical College; Attending Internist, P. 
Soluble Gelatin Capsules, Parke, Davis & Com- Chicago Lying-in Hospital; and Assistant Attend- 
pany’s Standardized Cod Liver Oil, 5 Gm. ing Physician, Presbyterian Hospital. Foreword by 
G. D. Searle & Co. ROLLIN T. WOODYATT, M. D., Clinical Professor 
Chiniofon—Searle. Medicine, Rush Medical College; Chairman Depart- ti 
Tablets Chiniofon—Searle, 0.25 Gm. (4 ger.) ment of Medicine, Attending Internist, Presbyterian 
C. M. Sorensen Co., Inc. Hospital. Paul B. Hoeber, Inc. New York. 1930. Ca 
Inhalant Chloretone Creosote and Eucalyptol— Octavo of 280 pages. With 21 Illustrations. Cloth. th 
Sorensen. Price, $5.50. ? 
Spicer & Co. te 
Tartro-Quiniobine. History of Haitian Medicine. By ROBERT P. PAR- m 
Tartro-Quin‘obine Ampules, 2 c.c. SONS, Lieutenant-Commander, M. C., U. S. N. of 
White Laboratories, Inc. Foreword by EDWARD R. STITT, Rear Admiral, 
White’s Cod Liver Oil Concentrate. M. C., U. S. N. Paul B. Hoeber, Inc. New York. s] 
Non-proprietary Articles 1930. 12mo of 196 pages. With 21 Illustrations tl 
Quinine Bismuth Iodide and a Folding Map of Haiti. Cloth. Price, $2.25. m 
Sodium Potassium Bismuthyl Tartrate. . 
Stalkers of Pestilence. The Story of Man’s Ideas of fh 
The following article has been exempted and in- Infection. By WADE W. OLIVER, M. D., Professor St 
cluded with the List of Exempted Medicinal Articles of Bacteriology, Long Island College Hospital; tl 
(New and Non-official Remedies, 1930, p. 477): Visiting Professor, University of the Phillipines 
C. M. Sorensen Co., Ine. (Auspices of the Rockefeller Foundation). Intro- fi 
Inhalant Pine Camphor and Eucalyptol—Sorensen. duction by THEOBALD SMITH, M. D., Ph.D., Di- sl 
rector, Department of Animal Pathology, The d 
NEW AND NON-OFFICIAL REMEDIES Rockefeller Institute. Paul B. Hoeber, Inc. New 
The following products have been accepted by the York. 1930. 251 Pages With 23 Illustrations. 
Council on Pharmacy and Chemistry of the Ameri- Cloth. Price, $3.00. | 
a oo et ae Sew ane Eyes Saved In Industry. The Experience of 583 n 
Ampules Emulsion Mesurol, 20 per cent, 1 ¢c.c.—A se ter ' A caaney  Comtueten Jointly by The t! 
suspension of mesurol (New and Non-official Reme- wegen —, ge ga The ae ap age (4 
dies, 1930, p. 100), in sesame oil, each cubic centi- Soci ih oe - = — a : ~~ 7S 
Sage ill eos : : ociety, at 370 Seventh Avenue, New York City. dl 
meter of which contains mesurol equivalent to from Publication 62. Pamphlet of 24 pages. Illustrated 
0.103 to 0.117 Gm. of bismuth. Winthrop Chemical seep vi a a a Sa P 
, ls D ca Price, 15 cents 
Co., Inc., New York. : ; & 
American Medicinal Plants of Commercial Impor- a 
B k tance. Miscellaneous Publication No. 77. United te 
OO Announcements States Department of Agriculture. Washington, 
D. C. Pamphlet of 74 pages. Illustrated. For t 
Proceedings of the 1929 Annual Conference of the sale by the Superintendent of Documents, Wash- c 
National Society for the Prevention of Blindness. ington, D. C. Price, 30 cents. 
St. Louis, Missouri, November 11-13, 1929. Pub- 
lished by the Society at 370 Seventh Avenue, New Diet In Disease. By GEORGE A. HARROP, Jr, dd 
York City. Pamphlet of 201 pages. Publication M. D., Associate Professor of Medicine, Johns 0 
65. Price, $1.00. Hopkins University, Associate Physician, Johns 
The Table of Contents contains a number Hopkins Hospital. a P. ——_ ; 
‘ ee " ‘ oe So a Son & Co., Inc. ctavo o pages. Jith 
of interesting papers on: Cooperative Rela Stahty Sables, Semele Ehete aad Feed Liste. 
tionship in the Field of Prevention of Blind- Cloth. Price $4.00. 
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Vor. 57. OCTOBER No. 7 
Editorial 
Profit and Loss in the Barbituric Acid 


Derivatives. 

There should be another nation-wide educa- 
tional campaign within the ranks of the medi- 
cal profession. This effort should be to inform 
the members of the profession as to the “profit” 
to be found in the administration, for legiti- 
mate clinical needs, of the various derivatives 
of barbituric acid in hypnotic, sedative, anti- 
spasmodie and anesthetic medication. Use of 
these preparations or derivatives has been 
most salutary and helpful in many _ proper 
fields of medicine. The fact that there are 
some thirteen “makes” in this group indicates 
the wide interest on the part of drug manu- 
facturers in this class of remedies, and further 
shows the rather generous use of these reme- 
dies by physicians and the public. 

But, there is a “loss” side to the question. 
This makes it important for practitioners the 
nation over to know more details concerning 
their toxic and deleterious actions. This be- 
comes urgent because of the well known con- 
dition that has arisen in the country. These 
preparations have become popularized to the 
extent that laymen buy them over the counter 
at will; prescribe them for others; take them 
to produce “dope” effects; to kill depression; 
to overcome fatigue; and to drive away melan- 
cholia and the like. 

Our readers are asked to make a careful and 
discriminating study, this winter, of the use 
of “barbitals.” For this comment, the Editor 
wishes to acknowledge with appreciation the 
large and careful review of the publication on 
this subject that was presented by Dr. John S. 
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Lundy and Dr. Arnold E, Osterberg,* of the 
Mayo Clinic. As will be seen this bibliographic 
list which served as the source for this review 
comprised some 466 articles of the world’s 
literature. 

VARIOUS DERIVATIVES OF BARBITURIC ACID 
Descriptive Chemical Name Trade Name 


1. Iso-amylethyl barbituric acid__Amytal 
2. Isopropylethyl barbituriec acid_Ipral 
3. Phenylethyl barbituric acid_-.Luminal 
4. Cyclohexenylethyl barbituric 
WE cic tment enaednasiadinn Phanodorn 
5. Ethylbutyl barbituric acid__._.Neonal 
6. Phenylmethyl barbituric acid__Rutonal 
7. Diethyl barbituric acid - ----- Veronal, Barbital, 
Malonal 


8. Allylisoprophyl barbituric acid_Allonal and 
Numal 
9. Diallyl barbituric acid ------- Dial 
10. Isobutylallyl barbituric acid___Sandoptal 
11. Diethyl barbituriec acid and 
Allylisoprophyl barbituric 


OR Seta eee Veronal and AIl- 
onal, called 
Somnifene 
12. B-brompropenylisopropyl _bar- 
ERMEGO BR occ ccmkn Noctal 
13. B-brompropenylisobutyl bar- 
DUGNTC SOUR sone cco cewcecdeca Pernocton 


Chemistry of these soporifics and hypnotics 
may be in general given by saying that bar- 
biturie acid may be prepared by the condensa- 
tion, under proper conditions, of malonic acid 
and urea; that malonyl urea, more commonly 
known as barbiturie acid, is capable of form- 
ing derivatives in a manner similar to malonic 
acid itself by substitution of the methylene 
hydrogen of the malonie acid residue—urea. 
Urea is capable of acting as a hypnotic only 
when combined with radicals rich in carbon 
and it is most effective in the cyclic arrange- 
ment present in barbituric acid. 








Pharmacologic action may be briefly noted. 
Elimination of the derivatives of barbituric 
acid is found in the urine in variable amounts 
and in varying rapidity. One worker reported 
that 90 per cent of diethyl barbituric acid or 
veronal may be eliminated in the urine fol- 
lowing subcutaneous injection of small doses; 
large doses, however, decreased in percentage 
and after three days elimination was complete. 
There are many variations which careful re- 
view of the literature on the methods of elimi- 
nation calls for. 

Metabolic influences are of 
body temperature is lowered, 


interest. The 
This was found 


to be present in animal experimentations, It 
appears that certain phases of metabolism of 
carbohydrates are disturbed, particularly in 


*Supplement 2—Proceedings of the Staff Meetings of the 
Mayo Clinic, Vol. 4, No. 51, page 386. 
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iso-amylethyl barbituric acid (or amytal) ad- 
ministration. On respiration, the action of 
barbituric acid hypnotics is to slow the rate. 
Large doses, for instance, of phenylethyl bar- 
biturie acid (luminal) can cause paralysis of 
the respiration also iso-propylethyl barbituric 
acid (ipral) has a depressing effect, even com- 
plete paralysis. 

In the gastrointestinal system, the drug 
seems to remain in the stomach for a short 
time but has little known harmful. action on 
the structures or functions of this system. 

In the nervous system, barbiturie acid hyp- 
notics have definite action and have been 
demonstrated in the brain. It is held that a 
concentration of 0.016 per cent in the brain 
is sufficient to produce sleep. The brain and 
spinal cord are affected in varying manner by 
these hypnotics and in concentration with 
spinal anesthesia offer an interesting field. 

The muscular system is characterized by loss 
of tonus under influence of barbituric acid 
derivatives. Iso-amylethyl barbituric acid 
(amytal) had no effect on the rhythmic con- 
traction of the uterus of the virgin guinea pig. 

In the cardiovascular system, these drugs 
have a temporary action in lowering blood 
pressure, There appears to be an interesting 
synergistic and antagonistic relation in these 
drugs to certain other drugs. For instance, 
observations point to antagonistic and anti- 
dotal action of the barbituric acid derivatives 
to toxic action of cocaine and procaine, Cases 
of poisoning from cocaine have been quickly 
relieved of convulsion by use of barbituric 
narcotics, For instance, Tatum showed that 
intravenous injections of barbituric hypnotics, 
with or without paraldehyde, is an excellent 
way to control convulsions due to cocaine. 
Other interesting experiments have been made 
in this connection as brought out from litera- 
ture by these authors. 

Amidopyrine, antipyrine and acetyl salicylic 
acid seem to make for more salutary action of 
barbituric hypnotics and to have an antago- 
nistic action to depressive effects of these de- 
rivatives. 

Use of these drugs has become widespread. 
Derivatives of barbituric acid, popularized by 
a commercial name, have become more or less 
a national question for regulation or proper 
use. Adoption of these remedies by the pub- 
lic has taken the control of their clinical use 
out of the hands of medical men; over the na- 
tion. “allonal.” “veronal,’ “barbital” and 
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“luminal” are, it is reported, used with inc is- 
criminate frequency by all sorts and kinds of 
people for all sorts and kinds of purposes, 
many malicious and harmful. Now it /:as 
come about that one layman or laywonian 
recommends for another’s “insomnia,” “nery- 
ousness,” “headache,” “melancholia,” etc., so 
much luminal or so much veronal, ete. As hap- 
pens always, after a menace has become well 
established and much harm has already been 
inflicted, laws are passed for the purpose of 
regulating and restricting an abuse. There 
are yet addictions to be restricted by law, 
longer or more established in the country, |ut 
there is no more salutary or more timely one 
than the recent statute which requires the doc- 
tor’s order for the purchase of these “barli- 
tals.” One would not prohibit, but one must 
regulate the purchase of these toxic agents, 
that, in maximum amounts, deprive humans 
of rationality and responsibility of action as 
well as afford an easy approach to addiction 
of drugs of extreme danger te life. 

A reading of the literature on these drugs 
impresses one with the degree of danger that 
lies in their use or abuse. In fact, the mere 
notation of the larger number of derivatives 
that manufacturers have brought about from 
one parent drug makes for the argument that 
in its use certain dangers lurk so that repeated 
efforts have been employed to improve and 
re‘ine the action to be most desired without at- 
tendant dangers and harmful effects, Doctors 
want to be on the guard also for another rea- 
son, These drugs, in these days of spinal 
anesthesia, rectal anesthesia, and intravenous 
anesthesia, and the like, offer much that is 
salutary but likewise much that is dangerous. 
every physician who makes extensive or 0c- 
casional use of these derivatives should under- 
take a careful reading and study of the clini- 
cal use of them. He should prescribe them 
with utmost care, adhering as far as possible 
to safe and sane application of them in cases 
where indications are without question. 


Where one scans the publications on these 
drugs and notes the frequent use of such terms 
as hypnotic action, narcotic action, sedative 
action, antispasmodic action, and anesthetic 
effect; of use in insomnia, in mental distress, 
in anxiety, in nervousness, in melancholia, in 
despondency, in sorrow, in hysteria, and in ex- 
citement; of the happy effect in dementia, psy- 
chiatric cases, in epileptic patients, in catatonia 
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and the like,—one has to look the facts in the 
face and gay to one’s self that such a group 
of drugs as these, with all the widespread 
clinical use which has even already become of 
frequent popular use, certainly deserves and 
claims a thorough study on the part of every 
medical man of whatever type and sort. 

Over doses or toxic actions of these deriva- 
tives are mentioned frequently in publications. 
Such disturbances as cutaneous eruptions, coma 
and somnolence, disturbances of the eye, 
pyrexia, disturbances of the nervous system, 
disturbances of the respiratory tract, urinary 
disturbances, acceleration of the pulse rate, 
and cyanosis, are prominent in the list of symp- 
toms, indicative of over dosage. 

Cutaneous rash, or erythema, stand out as 
frequent irritative signs. One patient, who 
had taken 64 grains of ethyl barbituric acid 
(veronal) in two days, and 128 grains in three 
days, broke out with an erythematous rash, ex- 
hibited a tenderness of the right mastoid, en- 
largement of the lymph nodes, discharge from 
the right ear, a temperature of 101° F., a 
pulse rate of 125, delirium and semi-coma. An- 
other case is reported, giving features of 
diethyl barbiturie acid poisoning, describing 
such symptoms as vertigo, nausea and vomit- 
ing. stupor or mental confusion, muscular 
weakness, thirst, and a macular and vesicular 
eruption. Pollitzer who reported these cases, 
stresses eruption involving mucosa and anal 
region, Coma may appear after a large and 
sometimes after a small dose. 

It is worthy of note that the State of Vir- 
ginia has recently enacted a law requiring a 
physician’s written order for the purchase of 
these remedies. This action seems to be one 
that tends to forestall further abuse of the 
practice of self-prescribing and of refilling 
prescriptions without an order from the phy- 
sician, 





News Notes 


All Aboard for Norfolk! 

The Preliminary Program of the Sixty-first 
annual meeting of the Medical Society of Vir- 
ginia, which appears in this issue of the 
Monruiy, will furnish some idea of the in- 
teresting session in store for our members who 
can get to Norfolk for October 21, 22 and 23. 
Make your plans to have this recreation and 
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contact with those who have similar interests. 
Register promptly and secure cards for the 
entertainments which have been provided that 
the Local Committee may make its prepara- 
tions accordingly. 

Bring the ladies with you. 

A number of component societies have not 
yet reported names of their delegates and al- 
ternates. These are urged to send names at 
once to the Executive Offices, 10445 W. Grace 


Street, Richmond. Those already listed are: 


DELEGATE SocIETY ALTERNATE 


ACCOMAC 
Dr. W. W. Kerns Dr. J. H. Ayres 
ALBEMARLE 
Dr. D. C. Smith Dr. W. E. Brown 
Dr. A. D. Hart Dr. W. W. Waddell 


ALEXANDRIA 
Dr. M. D. Delaney Dr. O. A. Ryder 


ALLEGHANY-BATH 
Dr. R. A. Warren Dr. G. A. Torrence 


Dr. A. D. Tyree Dr. W. M. Revercomb 
AMELIA 
Dr. H. C. Rucker Dr. J. L. Hamner 


ARLINGTON 
Dr. J. E. Payne Dr. Stacy T. Noland 
BEDFORD 
Dr. R. A. Bennett Dr. W. O. McCabe 
30TETOURT 
Dr. A. W. Hammond Dr. W. N. Breckinridge 
CHARLOTTE 
Dr. J. B. Bailey Dr. C. W. Tucker 
DICKENSON-BUCHANAN 
Dr. J. C. Sutherland 
ELIZABETH CITY 
Dr. George K. Vanderslice 
FAIRFAX 


Dr. E. C Shull Dr. Wm. Meyer 


FAUQUIER 


Dr. J. R. Allen Dr. Geo. H. Davis 


FLoyp 
Dr. J. L. Harvey Dr. J. C. Rutrough 
HALIFAX 
Dr. J. B. Lacy Dr. Wm. C. Brann 
ISLE OF WIGHT 
Dr. Edwin M. Easley Dr. Rea Parker 
LEE 


Dr. J. B Muncy Dr. T. B. Ely 


LOUDOUN 
Dr. G. F. Simpson Dr. W. O. Bailey 


2 


LUNENBURG 
Dr. H. E. Whaley Dr. E. L. Kendig 
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DELEGATE Socigery ALTERNATE 
LYNCHBURG AND CAMPBELL Co. 


Don P. Peters Dr. John Carroll 
Ernest G. Scott Dr. S. E. Oglesby 


MECKLENBURG 


W. W. Wilkinson Dr. B. S. Yancey 
Mip-TIDEWATER 
E. L. W. Ferry 
Jas D. Clements 
R. D. Bates 
A. W. Lewis 
R. R. Hoskins 
H. H. Hoskins 
M. H. Eames 
L. O Powell 
NANSEMOND 
G. R. Joyner Dr. O. R. Yates 
NoRFOLK 
C. Lydon Harrell Dr. N. G. Wilson 
P. St. L. Moncure Dr. C. J. Andrews 
Walter B. Martin Dr. Jas. H. Culpepper 
Frank D. Wilson Dr. W. P. McDowell 
Julian L. Rawls Dr. R'  C. Whitehead 
NORTHAMPTON 
W. J. Sturgis Dr. G. W. Holland 
NORTHERN NECK 
Geo. H. Steuart Dr. H. J. Edmonds 
R. E. Booker Dr. W. B. Richardson 
B. A. Middleton Dr. J. H. Hare 
W. N. Chinn Dr. Edward T. Ames 
PATRICK-HENRY 
J. T. Shelburne Dr. W. C. Akers 
C. W. Thomas Dr. G. B. Dudley 
PIrrsyLVANIA 
I. C. Harrison Dr. P. W. Miles 
POST-GRADUATE 
W. C. Harmon Dr. F. N. Mallory 
Wright Clarkson Dr. Geo. H. Reese 
B. J. Atkinson Dr. G. M. Naff 
W. W. Bennett Dr. C. C. Tucker 
D. L. Elder Dr. J. M. Bailey 
W. W. Seward Dr. F. E. Steere 
Joel Crawford Dr. T. M. Raines 
Pow HATAN 
R. D. Tucker Dr. J. E. Tilman 
RICHMOND ACADEMY 
Cc. C. Coleman Dr. J. B. Stone 
Stuart Michaux Dr. J. M. Hutcheson 


James H Smith Dr. J. Powell Williams 


W. B. Blanton Dr. N. Thos. Ennett 
W. H. Higgins Dr. C. M. Caravati 
Thos. W. Murrell Dr. Meade Mann 

R. W. Miller Dr. A.- L. Gray 
Wm. B. Porter Dr. A. S. Brinkley 
W. A. Shepherd Dr. Manfred Call 

ROANOKE ACADEMY 

T. J. Hughes Dr. J. B. Nicholls 
W. R. Whitman Dr A. P. Jones 

W. L. Powell Dr. Alvah Stone 


. 
ROCKBRIDGE 


F. L. Thurman Dr. E. P. Tompkins 
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ALTERNATE 
. 


SocieTy 
ROCKINGHAM 


DELEGATE 


Dr. N. M. Canter Dr. J. C. Harshbarge 

RUSSELL 
Dr. Dan Trigg 

Scorr 
Dr. V. W. Quillen 
SOUTHWESTERN 

Dr. A. B. Woolwine 
Dr. R. H. Harrington Dr. B. F. Eckles 
Dr. J. L. Early Dr. A. M. Showalter 
Dr. R. H. Woolling Dr. W. R. Cushing 
Dr. T. K. McKee Dr. A. B. Graybeal 
Dr. L. F. Cosby Dr. S. H. Yokeley 
Dr. KF. M. Chitwood Dr. C. F. Graham 
Dr. W. C. Caudill Dr. M. C. Newton 
Dr. W. R. Gardner 

TAZEWELL 
Dr. Isaae Peirce 

WARWICK 
Dr. L. E. Stubbs 
Dr. C. P. Jones 

WISE 

Dr. J. B. Wolfe Dr. R. P. Stock 


Luncheon Meeting for Secretaries. 

Secretaries of component and district so- 
cieties in Virginia are arranging for a luncheon 
meeting at the Fairfax Hotel, at 1 P. M.. 
Wednesday, October 22nd. The price of this 
luncheon is $1.00 per plate. This is the first 
time there has been an attempt to have a 
gathering of local secretaries in Virginia, 
though the plan has been adopted with sue 
cess by several other states. 

The Virginia Pediatric Society 

Will hold its annual luncheon at the South- 
land Hotel, Norfolk, at 1 P. M., Wednesday, 
October 22nd. The speaker for the occasion 
will be Dr. John Lovett Morse, of 
Mass., whose subject will be “The Thymus and 
Status Lymphaticus.” 

All members of the State Society are in- 
vited. Those who wish to attend this lun- 
cheon should advise Dr. Claiborne Willcox, 
Medical Arts Building, Norfolk, Va., not later 
than October 20th, in order that plates may 
be provided. Price of the luncheon is $1.90. 
The Alumni Association of the Medical Cel- 

lege of Virginia 

Will have a get-together luncheon meeting 
at the Southland Hotel, Norfolk, at 1 P. M. 
Wednesday, October 22nd, price $1.25 per plate. 
Members who expect to attend should notify 
Dr. Julian L. Rawls, Medical Arts Building, 
Norfolk, chairman of the luncheon committee. 

Dr. E. C. S. Taliaferro, president of the 
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Norfolk County Alumni, will preside. Speak- 
rs on this occasion will be Dr. Frank H. Han- 
ock. Norfolk, Dr. Roshier W. Miller, Rich- 
nond, and Dr. Walter E. Vest, Huntington, 
WW. Va., president of the Alumni Association. 


Medical College of Virginia News. 

The opening convocation of the Medical Col 
iege of Virginia was held September 17th, at 
noon, in the Egyptian Building. Dr. Walter 
KE. Vest, of Huntington, W. Va., and president 
of the general alumni association of the col- 
gave a talk on “Student Obligations.” 
Brief remarks were made by the four deans of 
the school and the secretary-treasurer. Prest- 
dent Sanger presided at the meeting which 
marked the beginning of the ninety-third ses- 
sion of the college. Classes convened in regu- 
lar session at two o’clock that afternoon. 


lege, 


Dr. F. J. Wampler, professor of preventive 
medicine at the Medical College of Virginia, 
has been granted a leave of absence of ten 
months from the college in order that he may 
serve as a member of a commission sponsored 
by the Institute of Social and Religious Re- 
search of New York City to make a study of 
a group of missions in India. Similar com- 
missions will be working simultaneously in 
Japan and China, Doctor Wampler’s assign- 
ment is the medical and public health work 
carried on by the Indian missions. The three 
commissions under the supervision of a gen- 
eral director sailed early in October for the 
Orient. 

Fundamental health services as performed 
by the Medical College of Virginia through 
its hospitals and clinics increased from a total 
of 55,866 in 1928-29 to 67,888 in 1929-30. This 
represents the largest increase in service for 
a similar period thus far recorded by the col- 
lege. The gains in emergency room treatments, 
in visits by patients to the outpatient depart- 
ment, and in dental service are especially sig- 
nificant. In addition to the health 
rendered, the college last year gave instruction 
to 879 students in its four schools of medicine, 
dentistry, pharmacy, and nursing. 


services 


Free dental work for white pupils of the 
Richmond public schools wili be done during 
the session 1930-31 at the Medical College of 
Virginia, An appropriation of $5,000 has 
heen made the college to carry on this work. 
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The clinic started on Monday, September 15th, 
at McGuire Hall, and will be open from 2 to 
5 o'clock on each school day and from 10 to 1 
o'clock on Saturdays. A graduate operator 
and supervisor is in charge of this clinic and 
three undergraduate students will do the work 
under his instructions. The new plan was 
adopted for the 1930-31 session as a trial meas- 
ure. 

Gold Medal Awarded Dr. R. R. Spencer. 

Dr. R. R. Spencer, U. S. Public Health Serv- 
ice, was awarded the Gold Medal by the Ameri- 
can Medical Association at Detroit, in June, 
for original work in the preparation of a vac- 
cine against Rocky Mountain spotted fever. 
A five-year record of practical prevention of 
this disease, achieved by Dr. Spencer, was the 
basis for the award. 

Dr. Spencer is a native Virginian and an 
uumnus of the University of Richmond, He 
graduated in medicine from Johns Hopkins 
University, Baltimore. 

Fellowships for the Study of Child Guidance. 

A number of fellowships offered by the In- 
stitute for Child Guidance is another indica- 
tion of the growing appreciation of the im- 
portance of the study and treatment of the 
mental difficulties of children. Six one-year 
fellowships of approximately $2.500 each are 
offered to psychiatrists desiring to enter the 
child-guidance field. Applicants must have an 
M. D. degree from a class A medical school 
and be adequately grounded in the funda- 
mentals of psychiatry. Three one-year fellow- 
ships of $1,500 each are offered to psychologists 
with at least an M. A. degree, thorough ground- 
ing in the fundamentals of psychology, and a 
mastery of the technique of mental testing. 
Further information may be obtained from 
Dr. Lawson G, Lowrey, Director, Institute for 
Child Guidance, 145 E. 57th St., New York 
City. 

Appointed to Represent Virginia. 

Captain Nelson Mercer, M. C.. Richmond 
and Captain Wm. Clyde West, M. C., Alexan- 
dria, were appointed by Adjutant General W. 
W. Sale of this State, to represent Virginia 
at the annual meeting of the Association of 
Military Surgeons of the United States, which 
met in Washington, D. C., September 25th- 
27th, inclusive. 

Dr. and Mrs. J. Reginald Bailey, 

Keysville, Va., returned from Boston, Mass., 

about the middle of September, Dr. Bailey 
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having gone there for special study at Harvard 
Medical School. 

Dr. E. L. Kendig, 

Victoria, Va., by invitation, recently ap- 
peared before the Kiwanis Club, of Lynch- 
burg, Va., where he discussed the development 
of medical practice and surgery in relation- 
ship to orthopedic practice. 

Pellagra Situation. 

In view of the report by Dr. C. O'H. 
Laughinghouse, former executive secretary of 
the State Board of Health of North Carolina, 
that there is an alarming increase in the death 
“rate from pellagra, it will be of interest to 
note the situation in this State. 

Dr. Ennion G. Williams, State Health Com- 
missioner of Virginia, in a recent bulletin 
states that, while pellagra was on the increase 
throughout the South generally, Virginia 
showed, between 1915 and 1924, a decreasing 
death rate from this disease, He, however, notes 
the unfortunate fact that since 1924 the death 
rate in Virginia has risen year by year. There 
were 75 deaths from pellagra in 1924, and 227 
in 1929, 16 more deaths than there were from 
diphtheria and 103 more deaths than there 
were from typhoid. 

As a suggestion, Dr. Williams strongly urges 
the use of fresh vegetables, especially at this 
time when pastures are so poor and it will 
cost so much to keep a cow. Beans and peas 
are rich in the pellagra-preventive vitamin. 
Virtually all vegetables have some of the 
pellagra-preventive vitamin, though none of 
them has such a high proportion as lean meat, 
and lean meat has less than powdered yeast. 
“Mother’s Pensions” in Nova Scotia. 

Nova Scotia in May joined the company of 
the States and countries which grant allow- 
ances to mothers with dependent children, in 
order that the children may remain at home in 
their care. The first allowances are to be paid 
in October of this year. They are restricted 
to widowed mothers with two or more de- 
pendent children under 16, though exceptions 
are made in favor of mothers with only one 
such child in certain cases, The maximum 
allowance that may be granted to any one 
family is $60 a month. 

Dr. James C. Repass, 

Recently of Raven, Va., has located at Lum- 
berport, W. Va., where he will continue the 
practice of his profession. Dr. Repass is a 
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member of the class of 25, Medical Colleg 
of Virginia. 

Dr. Charles R. Robins, Jr., 

Son of Dr. and Mrs. Chas. R. Robins, Rich 
mond, Va., sailed the latter part of Septembe: 
for Europe, where he will study for a year i 
Austria and Germany. Dr. Robins is a mem 
ber of the class of "29, Medica! College of Vir 
ginia, 

The Southern Medical Association 

Is preparing for a “big” meeting in Louis 
ville, Ky., November 11th to the 14th, inclu 
sive. An interesting scientific program includ- 
ing clinics, attractive entertainments and golf 
are in store fot those who attend. Dr. Hugh 
S. Cumming, Surgeon General, U. S. Public 
Health Service, Washington, D. C., whom Vir 
ginia claims as one of her sons, is this year’s 
president. The Chesapeake and Ohio Railway 
will run a special train to the Louisville meet- 
ing, known as the “President’s Special.” This 
train will operate out of Washington and Rich- 
mond, consolidating at Charlottesville. Mem- 
bers from Virginia and nearby states will wish 
to travel by this train. Special information 
about the meeting may be obtained from Mr. 
C. P. Loranz, secretary-manager of the Asso- 
ciation, Empire Building, Birmingham, Ala. 
Meeting of Crippled Children’s Commission. 

The Crippled Children’s Commission of Vir- 
ginia, composed of Dr. E. L. Kendig, Chair- 
man. Dr. J. B. Woodson, Dr. J. W. Witten, 
Frank Moore, Farrar Verser, and Frank Bane, 
secretary, met in Richmond on September 
15th. 

The purpose of the meeting was to begin 
the formulation of a policy for the State in 
looking after the needs of its crippled chil- 
dren, especially those whose parents have not 
the means to give them proper treatment. The 
big problem before the Commission at this 
time is to coordinate the private agencies and 
State hospitals now doing this work and to 
establish by the State a record system for its 
cripples and a follow up system for the cases 
treated. 

The last General Assembly of Virginia made 
a moderate appropriation with which to be- 
gin this work. In order for this work to be 
a success, the cooperation of the physicians of 
Virginia is necessary. 

The American College of Surgeons 

Will hold its Clinical Congress in Philadel- 

phia, October 13th to 17th, inclusive, at the 
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Rellevue-Stratford Hotel. Surgeon General 
Merritte W. Ireland, U. S. Army, Washing- 
ton, D. C., is the retiring president; Dr. C. 
Jeff Miller, New Orleans, La., president-elect ; 
and Dr. Franklin H. Martin, 40 East Erie 
Street, Chicago, IIl., is director general. Sev- 
eral foreign guests will be among the promi- 
nent speakers. 

Orphans From Birth. 

The grave importance of the care of mothers 
before and at the birth of a child is indicated 
by the enormous number of persons—about 
400,000—now living in the United States, who 
have been handicapped from birth by the loss 
of their mothers. The Metropolitan Life In- 
surance Company, which published this esti 
mate, also states that about the same number 
have never known paternal care, their fathers 
having died before they were born. 

Married. 

Dr. Henry Charles Davis, Grundy, Va., and 
Miss Vida Louise Looney, Welch, W. Va.. 
August 30th. 

Dr. Charles R. Anderson and Miss Lena R. 
Riley, both of Winchester, Va., August 21st 

Dr. Lewis Abner Law, Alberta, Va., and 
Miss Evelyn Virginia Thompson, Lexington. 
Va., September 3rd. 

Dr. Thomas Henning Anderson, Lawrence 
ville, Va., and Miss Ruth Sullenberger, Mon 
terey, Va., September 25th. 

Dr. Thomas Boyd Washington and Mrs. 
Effie Daniel Ansley, both of Richmond, Va.. 
September 1st. 


Dr. William M. Dick, 

An alumnus of the Medical Colleze of Vir 
ginia, class of °26, after several years at Eliza 
beth Buxton Hospital, Newport News, Va., has 
gone to New York City, and is connected with 
the Ear, Nose and Throat Service at Bellevue 
Hospital. 


The American Therapeutic Society, 

At its annual meeting held recently, elected 
Dr. Clement R. Jones, Pittsburgh, Pa., 
president; Dr. William J. Mallory. Washing- 
ton, D. C., a vice-president; and Dr. Grafton 
Tyler Brown, Washington, D. C., secretary. 


Dr. William B. Dudley, 

Formerly of Martinsville, Va., recently re- 
turned from New York where he spent a year 
specializing in eye, ear, nose, and throat work, 
and opened offices the first of September in 
South Boston, Va., to practice his specialty. 
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Dr. C. B. Crute, 

‘armville, Va., has been appointed child 
welfare officer of the Jack Garland Post No. 
32, American Legion, of that place, for the 
ensuing year. 

The American Public Health Association 

Will hold its 59th annual meeting in Fort 
Worth, Texas, October 27th to 30th. Nearly 
two hundred speakers will address the forty- 
four sessions and symposiums which will be 
held during the four days of the convention. 
Two of the speakers will be the president of 
the American Public Health Association, Dr. 
A. J. Chesley, Commissioner of Health of 
Minnesota, and Dr. Hugh S. Cumming, 
Surgeon General of the U. S. Public Health 
Service of the United States. There will be 
about fifty manufacturers exhibiting products 
and equipment used by public health workers. 

An interesting entertainment feature of the 
convention will be a Texas barbecue and rodeo. 
There will also be several inspection trips, and 
special trips have been planned to many other 
cities in Texas. 

Further information may be received from 
Homer N. Calver, executive secretary of the 
American Public Health Association, 370 
Seventh Avenue, New York City. 


Harmon Foundation Award Goes to New 

York City. 

The work of the diphtheria-prevention com- 
mission of the department of health of New 
York City has been recognized by the grant 
of the Harmon Foundation award for the best 
public health education record for the year by 
an agency in a city or country of more than 
200,000 population. The commission hopes to 
eradicate the disease from the city completely 
by 1935. Plans are being made to continue 
the immunization work, beginning in the fall, 
by the examination of 1,200,000 school chil- 
dren and and 400,000 pre-school children. The 
health commissioner has asked for six new 
health stations and for 200 additional nurses 
to be supplied in groups of fifty at intervals 
of three months to help in the campaign, and 
he has appealed to members of county medical 
societies to do the work of immunization for 
a definite and limited fee. 

Dr. George B. Lawson, 

Roanoke, Va., was re-appeinted a member 
of the Virginia State Board of Health by Gov 
ernor Pollard, early in September. 
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Dr. John L. Thornton 

Has returned to his home at Warrenton, Va., 
after sometime at Mt. Regis Sanatorium, 
Salem, Va. 

The Inter-State Post-Graduate Medical As- 
sociation of North America 

Will hold its International Medical Assem- 
bly in Minneapolis, Minn., October 20th to 
24th, inclusive, under the presidency of Dr. 
William D. Haggard, of Nashville, Tenn, All 
medical men and women in good standing in 
their respective County, State, National, Pro- 
vincial, or Dominion Societies (component 
parts of the American and Canadian Medical 
Associations) are privileged to register, the 
fee being $5.00. The entire Assembly will be 
housed in the Municipal Auditorium. The 
speakers and those holding clinics are men of 
international prominence. 

Further information may be obtained from 
Dr. William B. Peck, Managing Director, 
Freeport, Ill., or from Dr. Edwin Henes, Jr., 
445 Milwaukee Avenue, Milwaukee, Wis., Exec- 
utive Secretary and Director of Exhibits. 
Sight-Saving Classes in Public Schools. 

Last year 350 sight-saving classes in the 
public schools of ninety-five cities in twenty- 
one States were teaching children with little 
vision how to conserve their remaining sight. 
The National Society for the Prevention of 
Blindness reports that the children were given 
the same sort of education as children with full 
vision, through the use of large-type books, 
movable desks, correct lighting, and special 
teaching methods. 

The National Institute of Health. 

By an act of Congress approved May 26, 
1930, the Hygienic Laboratory will hereafter 
be known as ~~“ National Institute of Health 


of the U. S. Public Health Service. Public 
health lie sd by the Public Health 
Service were first authorized in 1901. Since 


then substantial progress has been made and 
many new facts have been discovered which 
have had an important bearing on the preven- 
tion and control of disease. The necessity for 
this work far outstripped the facilities for its 
conduct. Under the above-mentioned authority, 
these facilities may be greatly enlarged. 

In its development the new institute will 
have the advantage of the traditions of the 
Hygienic Laboratory, and, with enlarged fa- 
cilities, will be devoted to investigations of 
the underlying problems not only of com- 
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municable diseases but of degenerative diseases 
and environmental conditions affecting hea!th. 

In aid of this work the Secretary of the 
Treasury may hereafter accept gifts to be held 
in trust and used for the purposes mentioned; 
the expenditures to be safeguarded in all re- 
spects as are other governmental funds. These 
gifts may also be used for the establishment 
of fellowships to encourage individual scien. 
tists. Appointments and services under these 
fellowships will be governed by laws and regu- 
lations affecting the U. S. Public Health Serv- 
ice. The object is to encourage post-graduates 
of extraordinary ability and to aid them to 
follow permanently their scientific bent in the 
interests of humanity. 

Dr. Stuart O. Foster 

Has re-located in Washington, D. C., after 
a year and a half of post-graduate study in 
the various clinics of the East. He has offices 
in Medical Science Building and will limit his 
work to internal medicine. Dr. Foster prac- 
ticed for a time in Roanoke, Va., before going 
off for post-graduate work. 

Dr. Meade Edmunds, 

Petersburg, Va., was recently elected presi- 
dent of the Lions Club of that city, for the 
year beginning October 1st. 

Children’s Memorial Clinic to Have Addi- 
tional Psychiatrist. 

Dr. Anna Josephine Gosline ii been ap 
pointed by the Commonwealth Fund of New 
York for a year’s training at the Children’s 
Memorial Clinic, Richmond, Va., thereby giv- 
ing the Clinic the services of an extra psychia- 
trist without expense. This Clinic has been 
selected by the National Committee on Mental 
Hygiene for receivers of fellowships for train- 
ing in extramural psychiatry, an honor afforded 
few clinics in the United States. Dr. Gosline, 
a native of Germany, has studied in her own 
country and at Yale University, and later at 
Baylor Medical College, Dallas, Texas, from 
which she graduated in 1926. 

Rural Health Service. 

Studies and demonstrations have been con- 
ducted by the U. S. Public Health Service in 
rural sanitation since 1916, since when notable 
progress has been made. For the period be- 
ginning January 1, 1930, 505 counties or dis- 
tricts were provided with local health service 
under full-time local (county or district) health 
officers. This shows a net gain of 38 over the 
preceding year. The largest gain in one State 
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was that of 15 in Tennessee. Over 76 per cent 
of the rural population of the United States 
is as yet unprovided with official local health 
service which approaches adequacy. 

Are First-Born Children More Troublesome 
Than Others? 

First-born children from small families 
have presented behavior problems more often 
than later-born children from small families, 
in the cases brought to the child-guidance 
demonstration clinics, operated under the 
auspices of the National Committee for Mental 
Hygiene. 

Notice of Examination for Entrance Into 
Regular Corps of the U. S. Public Health 
Service. 

Examination of candidates for commission 
as Assistant Surgeon in the Regular Corps of 
the U. S. Public Health Service will be held 
November 3, 1930, at the following-named 
places: 

Washington, D. C. 

Chicago, IIl. 

New Orleans, La. 

San Francisco, Cal. 

Candidates must be twenty-three years and 
not over thirty-two years of age. They must 
have been graduated in medicine at a reputable 
medical college, and have had one year’s hos- 
pital experience or two years’ professional 
practice, They must satisfactorily pass oral. 
written, and clinical tests before a board of 
medical officers, and undergo a thorough phy- 
sical examination. 

Successful candidates will be recommended 
for appointment by the President, with the 
advice and consent of the Senate. 

Request for information or permission to 
take this examination should be addressed to 
the Surgeon General, U. S. Public Health 
Service, Washington, D. C. 

Dr. Edwin B. Thompson, 

Of the class of °17, Medical College of Vir- 
ginia, who has been practicing for several 
years at Ethel, W. Va., announces that he has 
now located in Montgomery, W. Va., and has 
opened offices over the Henderson Drug Store. 
406 Fourth Avenue. 

Money Value of a Man. 

A child in a family of $2,500 a year income 
class, by the time he reaches the age of 18 
years, has cost his parents a total of $7,425, ac- 
cording to estimates founded on statistical 
studies of the Metropolitan Life Insurance Co. 


MEDICAL MONTHLY 493 


This sum includes the cost of being born and 
of food, shelter, clothing, public-school edu- 
cation, medical care, recreation, and other mis- 
cellaneous expenditures for 17 years. 

Dr. Martin Lasersohn, 

Who practiced for several years in Rich- 
mond, Va., where he was also connected. with 
the Medical College of Virginia as an associ- 
ate in medicine, left this city in the summer, 
to accept a position as one of the medical di- 
rectors of the Winthrop-Metz Chemical Com- 
pany, of New York. Dr. Lasersohn is engaged 
in clinical research work with this organiza- 
tion but has his residence at 136 West Seventy- 
fifth Street, that city. 

Dr. C. C. Cooley, 

Of the class of 29, University of Virginia, 
Department of Medicine, after a year’s intern- 
ship at Norfolk Protestant Hospital. Norfolk, 
Va., has located for practice at Catlett, Va. 
Reduction in Infant Mortality. 

According to a report just issued by the 
American Child Health Association, there has 
been a downward trend of infant mortality 
in the cities of the United States during 1929. 

Next to the rate of 64.9 attained in 1927, the 
rate for 1929 is the lowest ever recorded for 
the cities of the country, 66.2 deaths among 
each thousand. The decline has been almost 
continuous since 1915 when the Birth Regis- 
tration Area, formed for the collection of de- 
pendable information, was organized. 

The report covers 720 cities in the Birth 
Registration Area which now includes forty- 
six states and the District of Columbia, which 
have satisfactory registration laws and record 
90 per cent of the births. The figures in the 
report are drawn from the provisional sum- 
maries of the United States Census Bureau 
and from state and local authorities. 

Dr. Allen H. Moore, 

Formerly of New Market, Va., but for sev- 
eral years located at Doylestown, Pa., has re- 
cently been appointed general consultant to 
the Bell Telephone Company from the Phila- 
delphia office. 

Dr. Moore is also consulting physician to 
the school and infirmary of the National Farm 
School, near Doylestown, and lectures to the 
student body on Applied Hygiene. 
Immunizing Program Aided by Red Cross. 

Attention to child health in many progres- 
sive states, particularly among school children, 
is a contributing factor to better national 
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health. Immunization against such diseases 
as diphtheria, smallpox, measles and others 
formerly associated with child-raising is an 
important step in the program. 

State and local health officers usually direct 
such work, but in many communities, particu- 
larly rural, the Red Cross public health nurse 
is an important aid. One of the duties of such 
nurses is to assist local health work by co- 
operating with the responsible authorities in 
carrying it forward. Virginia is one of the 
states engaged in this cooperative effort. 

Antitoxins, and other materials rejuired, 
usually are provided through the state health 
departments but where the Red Cross nurse 
or the Red Cross Chapter under which she 
serves, must obtain them, it is customary to 
buy through local sources; that is, reputable 
drug firms and dispensaries in the community. 

The Red Cross emphasizes its health-build- 
ing services in urging each year, the enroll- 
ment of every one in its ranks as a member, 
because the support of a large membership 
makes such work possible throughout the 
country. Enrollment this year is from Novem- 
ber 11th to 27th, though some local chapters 
will enroll members sooner. 

The U. S. Civil Service Commission, 

Washington, D. C., announces open competi- 
tive examinations for: Medical Officer, Asso- 
ciate Medical Officer, Assistant Medical Officer, 
and for Social Worker (Psychiatric) and 
Junior Social Worker, applications for same 
to be on file with the Commission, not later 
than December 30, 1930. 

Turkey Restricts the Employment of Chil- 
dren. 

In a recent public-health act Turkey has 
forbidden the employment of children under 
twelve years of age in factories, workshops, or 
mines, and of children between twelve and 
sixteen after 8 P. M. Municipal councils are 
required to forbid the employment of young 
persons under the age of eighteen in bars. 
dancing establishments, cafes, and baths. 


Obituary Record 


Dr. Charles Ewing Dyer, 

Majestic, Ky.. died suddenly August 28th, 
aged fifty. He was formerly of Pulaski, Va., 
where his family continued to make their home. 
Dr. Dyer graduated from the Medical College 
of Virginia in 1904. He was an interested 
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member and a past vice-commander of the 
American Legion and was a member of the 
Medical Society of Virginia for nearly twei ty. 
five years before resigning when he move to 
Kentucky. Dr. Dyer was first lieutenant in 
the medical corps and saw service overseas. 
Dr. Louis Mackall, 

Washington, D. C., died July 27th, of myo- 
varditis. He was sixty-three vears of age and 
a graduate of the Medical Department of the 
former Columbian College, Washington, in 
1890. Dr. Mackall was a past president of the 
Medical Society of the District of Columbia 
and had been a member of the Medical So 
ciety of Virgina for the past fourteen years. 
Dr. Noah Frederick Schmucker, 

A highly respected and beloved physician 
of near Mt. Jackson, Va., died September 14th, 
while attending an obstetrical case. His case 
was one of twins and after delivering the first 
baby, he suddenly fell from his position at 
the bedside and was dead before other physi- 
cians could reach him. Dr. Schmucker had 
had diabetes for several years and only the 
day before had returned from Dr. Joslin’s 
clinic in Boston where he had been for ad- 
vice and treatment. He was born September 
16, 1871, at Toms Brook, Va.. and lived there 
until early manhood. He graduated at Balti- 
more Medical College in 1897, and moved to 
Mt. Clinton, Va., where he practiced medicine 
until the time of his death. His wife survives 
him. 

Dr. Elijah Bell Whitehurst, 

Beaufort, N. C., died July 8th, at the age 
of thirty-seven years. His death was due to 
pneumonia. Dr. Whitehurst was a member 
of his State and local medical societies and 
was an alumnus of the Medical College of Vir- 
ginia, having graduated from that institution 
in 1917. 

Dr. Charles O’Hagan Laughinghouse, 

Prominent physician of Raleigh, N. C., died 
August 26th of heart block as a result of em 
bolism. He was fifty-nine years of age and a 
graduate of the University of Pennsylvania. 
School of Medicine, in 1893. Dr. Laughing- 
house had been the recipient of many honors 
from the medical profession of his State. 
Among these, he was secretary of the North 
Carolina State Board of Health and State 
Health Officer, and was also past president of 
the Medical Society of the State of North 
Carolina. 





